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“How much is enough?” is a pertinent question in vitamin 
administration. Heretofore, vitamins were most extensively 
used for supplementation. Today therapeutic requirements 
are clearly recognized and differentiated from maintenance — 
needs. Vitamins in therapeutic potencies are now recom- 
mended for the multiple deficiencies so frequently associated 
with certain acute and chronic illnesses. Upjohn provides 
vitamins in economical, effective forms and in potencies to 
meet therapeutic needs as well as maintenance requirements. 
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The Treatment of Hemothorax and Its 


Complications in Thoracic Injuries* 


by 

Epwarp F. Parker, M. D., Charleston, S. C. 
and 

Tuomas H. Burrorp, M. D., St. Louis, Mo. 


Because of the frequency of automobile accidents  intra-thoracic wounds. Its occurrence was noted in 


and yet other hazards of present day life, the treat- 
ment of hemothorax accompanying wounds and in- 
juries of the thorax can be no less important in peace 
than in war. Further, it may be stated that the 
lessons learned and the knowledge gained in the 
treatment of hemothorax in World War II, are defi- 
nitely applicable to the treatment of those cases 
occurring in civil practice. 

Whereas before the War, the object of therapy, 
in most centers, was largely the prevention of 
empyema, such a conservative attitude is no longer 
tenable. Further, in cases in whom the complications 
of persistent clotting and of empyema occur, non- 
operative therapy in the former, and prolonged drain- 
age in the latter, can be considered no longer adequate 
therapy in many cases. Rather, the object of therapy 
in all cases of hemothorax must be the restoration 
of the function of the secondarily collapsed lung as 
rapidly as possible.1 This is equally true even in 
the uncomplicated cases of hemothorax, without per- 
sistent clotting or empyema. The means whereby 
the above may be accomplished in a gratifyingly 
high percentage of the cases are several, and shall 
be considered in the discussion of the treatment of 
hemothorax in its several pathological states. 

The foregoing remarks are based upon the study 
of 870 cases of an intrathoracic wound observed in 
the Mediterranean Theater during a consecutive nine- 
month period in 1944.2 34 Excluded from the study 
were the thoracic wall wounds, which were no diff- 
erent from soft tissue wounds of other parts of the 
body. 


Hemothorax was the most serious concomitant of 


°*From the Departments of Surgery, Medical Col- 
lege of South Carolina and Washington University. 


(Read at Annual Session, Myrtle Beach, May 1, 
1946. ) 


752 or 86.4% of the cases, thereby making it the 
most frequent concomitant also. 


Without going into a discussion of the occurrence 
of initial clotting of blood in the pleural cavity and 
subsequent liquefaction,5 and the cause or causes of 
delayed clotting, for clinical purposes, cases of hemo- 
thorax of traumatic origin may be classified readily 
into four different groups: 


1. Liquid hemothorax without empyema. 
2. Liquid hemothorax with empyema. 
3. Clotted hemothorax without empyema. 
4. Clotted hemothorax with empyema. 


The rationale of the treatment of the different 
clinical types is based upon the pathology, which will 
be described briefly. 

Whether it is due to defibrination of the hemo- 
thorax by the rapid motion of the heart and lungs, 
or whether due to fibrinous exudation resulting from 
inflammation of the pleura because of the presence 
of blood, virtually all cases of hemothorax are asso- 
ciated with a deposition of fibrin on the pleural 
surfaces in contact with the blood. 


In a liquid hemothorax without empyema, for- 
tunately the amount of fibrin on the pleural surfaces 
is not great. It is usually present only in patches, 
and does not form in a continuous sheet, as observed 
in the other types. Because of this patchy distribu- 
tion, there is no hindrance to expansion of the lung 
after removal of the blood. The amount of expan- 
sion obtainable in most cases is determined only by 
the amount of blood removed. 


In a clotted hemothorax without empyema, the 
amount of fibrin on the pleural surfaces is far greater. 
Further, it forms in a continuous sheet. The sheet 
varies from 3 to 10 mm. in thickness. As the sheet 
of fibrin is continuous at the sites of reflection from 
the visceral onto the parietal pleura, the clotted 
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hemothorax becomes encapsulated. If the size of 
the clot is larger than that which can be absorbed 
very rapidly, organization of the layer of fibrin on 
the pleural surfaces begins early. The organization 
begins in that portion of the layer of fibrin imme- 
diately adjacent to the pleurae, while the free surface 
of the layer abutting on the hemothorax remains 
fibrinous. As the process continues, the fibrosis may 
increase until the entire sheet is involved, after which 
the sheet, or “peel,” may become fused with pleurae. 


When empyema develops in a liquid or clotted 
hemothorax, it becomes encapsulated in the manner 
described in the preceding paragraph. Likewise, or- 
ganization of the originally fibrinous capsule takes 
place in a similar manner. In fact, the processes 
are the same except in two particulars. In empyema, 
that part of the capsule abutting on the infected 
hemothorax is fibrino-purulent in character instead of 
being solely fibrinous. And secondly, in empyema, 
the organization of the capsule takes place more 
rapidly. 


In addition, in a clotted hemothorax with and 
without empyema, the clot is frequently divided into 
locules by fibrinous septa traversing it. Therefore 
on thoracentesis in such cases, one may be able to 
withdraw nothing at one site, whereas at another 
there may be withdrawn a few clot fragments, a 
small amount of dark thick blood representing lique- 
fied clot, or a small amount of pus. And in the case 
of empyema in a clotted hemothorax, it may not be 
possible to withdraw pus, because of failure to have 
entered a locule in which actual suppurative lique- 
faction of an infected clot has taken place. 


From a therapeutic standpoint there are four most 
significant facts regarding the pathology. First, in 
the early stages of the encapsulation of the blood 
or pus in the pleural cavity, there exists a line of 
cleavage between the capsule and the pleura. In 
the average case, obliteration of the line of cleavage, 
by progression of the fibrosis to involve the pleura, 
does not occur until about 90 to 100 days after 
the onset of the process. Second, that portion of 
the organizing fibrinous capsule which overlays the 
visceral pleura definitely retards or prevents expansion 
of the lung. Unless resolution of the inflammatory 
changes in the capsule occurs spontaneously or can 
be induced by proper treatment, or unless the visceral 
portion of the capsule is removed, ultimately the 
lung may be imprisoned beneath it in total or partial 
permanent collapse. Third, until the process becomes 
so extensive that the visceral pleura is involved in 
the fibrosis, the visceral pleura remains grossly normal, 
and does not become “thickened.” The fourth con- 
cerns the lung. It is capable of withtstanding ex- 
tensive contusion, laceration, or hematoma formation, 
and of returning to normal rapidly. In particular, 
there is a rapid return of normal expansibility, in the 
absence of which, decortication would be ineffective. 
The importance of the above four observations cannot 
be overestimated. 
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In the treatment ot a liquid hemothorax without 
empyema, we believe in repeated aspirations begun 
early, and continued at daily intervals until the 
pleural cavity is empty and remains so. The reasons 
for this are four: 


1. To remove the culture medium. 
2. To obliterate the dead space. 


3. To re-expand and restore the function of the 
lung. 


4. To lessen the chance of delayed clotting. 


The first two are factors concerned in the possible 
development of empyema. Their importance cannot 
be questioned. In this regard, the air replacement 
method of therapy is considered highly undesirable, 
because it merely substitutes one type of dead space 
for another. The persistence of any dead space en- 
hances the chances of the development of empyema. 
If empyema does follow, early frequent aspirations 
will reduce the size of the hemothoracic space to 
become involved. 


Re-expansion of the lung to increase the vital 
capacity, apart from being an emergency procedure 
at times, is desirable in all cases. The feeling of 
well-being and the ability to breathe deeper is im- 
proved, the effectiveness of any cough is greatly 
enhanced, and its duration thereby shortened. 


By beginning thoracenteses early for eradication of 
the hemothorax, we mean on the day of its onset, 
or even immediately after its occurence. In fact, 
at times the latter is a necessity in the pre-operative 
care to relieve marked dyspnoea, in order to allow 
an indicated operation for some associated intra- 
thoracic complication. In former years, the chief 
objection to early aspiration of a hemothorax has 
been the fear of precipitating further hemorrhage 
from a laceration in the lung by its expansion. 
Actually, because of the low arterial pressure in the 
pulmonary circuit, hemorrhage from a laceration of 
the lung is of short duration in the vast majority of 
cases. This has been verified at operation in such 
cases by many observers. Further, in our series of 
752 cases of hemothorax, treated by early aspiration, 
there were only 3 cases (0.4%) of secondary hem-— 
orrhage. In two of these cases of secondary hem- 
orrhage, it was later proved that it came from a 
laceration of vessels in the thoracic wall (intercostal 
artery and subclavian artery). In the third case, 
the hemorrhage did arise from the lung, but re- 
expansion of the lung was not a factor, because the 
initial hemothorax was clotted, and thoracenteses were 
unsuccessful. 


Among the 752 cases of hemothorax, the liquid 
without empyema type comprised 80.2% (602 cases). 
(Table 1). Their treatment by frequent aspirations 


begun early resulted in far less morbidity than would 
have been the case had not such a vigorous regime 


been adopted. 


In this group, the hemothorax per se 
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was not the cause of failure to return a man to duty 
in a single instance. 


The remaining cases were composed of 75 cases 
(10% ) of liquid hemothorax with empyema, 44 cases 
(5.8%) of clotted hemothorax without empyema, 
and 30 cases (4.0%) of clotted hemothorax with 
empyema. Thus, the total incidence of clotting was 


Table I 


The Incidence of the Four Types of Hemothorax 
Among 752 Cases of An Intrathoracic 
Wound Thus Complicated 


No. of 

Cases % 
Liquid Hemothorax without Empyema 603 80.2 
Liquid Hemothorax with Empyema 75 8610.0 
Clotted Hemothorax without Empyema 44 5.8 
Clotted Hemothorax with Empyema 30 4.0 


9.8%, virtually 1 of every 10 cases. The total inci- 
dence of empyema was 14% in the hemothoracic 
cases (12% in the entire group of intrathoracic 
wounds). And considering only the liquid without 
empyema type as being uncomplicated hemothorax, 
the total incidence of complicated hemothorax was 
19.8%, virtually 1 of every 5 cases. (Table I). 


The treatment of clotted hemothorax without em- 
pyema depends upon its size, and if large, upon the 
progress towards resolution in the first four to six 
weeks following its onset. 


If it is small, conservative therapy is indicated 
with an occasional thoracentesis to remove any clot 
that might have liquefied, and to verify the continued 
absence of suppuration. In those of our cases so 
treated, the average time required for resolution and 
therefore complete expansion and full return of pul- 
monary function, was 78 days. 


If the clotted hemothorax is massive, that is pro- 
duces a 50% or greater degree of collapse of the 
lung, careful observation and weekly roentgenographic 
examinations are necessary. Even when massive, 
about two-thirds of these cases will resolve spontan- 
eously. However, if massive, and if not diminishing 
in size, the treatment of choice is decortication of the 
lung. If this is not performed, recovery is unduly 
prolonged, and chronic hydrothorax;6 fibrothorax, or 
calcareothorax might result. The optimum time for 
operation is between 3 to 6 weeks after the onset of 
the hemothorax. The technique of operation has 
been described elsewhere.2 


An additional indication for decortication of the 
lung in clotted hemothorax regardless of its size, may 
be another intrathoracic complication, such as a 
foreign body in the lung or pleural cavity requiring 
removal. In such cases, after evacuating the hemo- 
thorax, the lung must be decorticated and full pul- 
monary expansion obtained in order to prevent the 
persistence of dead space post-operatively, and there- 
by lessen the likelihood of post-operative empyema. 
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In 20 of our cases of massive clotted hemothorax ie 
without empyema treated by decortication, whether 
operated upon for the hemothorax alone or an asso- 
ciated foreign body, there was no recurrence of the 
hemothorax in any. The sole significant complication 
was a transient broncho-pleural fistula in one case. 
There were no post-operative wound infections, em- 
pyemata, or deaths. 


Despite the advances in chemotherapy, empyema 
remains a complication of intrathoracic wounds. While 
during the early phases of the War, its incidence 
was 22.6%, only a little less than the incidence in 
World War I, it is gratifying to report that its 
incidence in the Mediterranean Theater was reduced 
to 7% in the final phase of the War in the spring 
of 1945. Chemotherapy, specifically the use of peni- 
cillin, while only one of many factors responsible 
for this significant reduction, was nevertheless an im- 
portant one. Other factors of paramount importance 
included the advances made in pre-operative therapy; 
those in initial surgical therapy, including the estab- 
lishment of definite indications for major thoracotomy 
or for debridement of the thoracic wall alone; the 
sharpening judgment and the increasing operative 
skill of the forward surgeons; the evolution of the 
optimum plan for the treatment of intrathoracic 
foreign bodies; and the recognition of the urgent - 
need for the obliteration of all pleural dead space 
whether due to hemothorax or pneumothorax or both, 
as rapidly as possible.1 


As improvement in the empyema incidence rate 
occurred, so did there develop advances in its treat- 
ment. Chief among these was the use of early de- 
cortication of the lung in selected acute cases, with 
and without preliminary drainage. 


From the standpoint of treatment, cases with acute 
empyema may be classified conveniently into four 
general groups: 


1. Those with small cavities, most frequently basal 
in location. 


2. Those with cavities of massive size, in whom 
there is no contraindication to a major thoracotomy 
for decortication of the lung as the initial operation. 


3. Those also with cavities of massive size, in 
whom a major thoracotomy is contraindicated, and 
who are therefore treated by rib resection drainage, 
with satisfactory pulmonary expansion and cavity 
obliteration following. 


4. Those cases similar to the previous class, except 
that satisfactory pulmonary expansion does not follow. 


If the empyema cavity is small and especially when 
only basal in location, the treatment should be ade- 
quate drainage by the conventional rib-resection 
technique. We do not believe that the so-called 
aspiration treatment or the intercostal catheter drain- 
age constitute adequate drainage. The local use of 
penicillin in the empyema cavity may be tried for 
a brief period cf time, but in our experience it has 
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been rare that the need for external drainage, after 
true pus has formed, has been obviated by its use. 
Fortunately, most cases of empyema are small and 
basal. In 60 of 65 of our cases of this type, the 
results of rib resection drainage were satisfactory. 
We do not classify the results in this group in more 
detail, because we did not keep the patients under 
observation until they were well. Instead, because 
of the usual lengthy duration of suppuration, all of 
the 60 cases were returned to the States for further 
care and treatment, but only after it appeared that 
no further operation for drainage or chronicity would 
become necessary. Jn this group, there were 5 deaths. 
Two were due to an overwhelming pleural infection 
secondary to an esophago-pleural fistula. The other 
three were due primarily to severe associated extra- 
thoracic wounds. There was no case of empyema 
in whom death could be attributed to the lack of 
adequate drainage, or to premature drainage. 


If the empyema is massive in size, the treatment 
of choice is early pulmonary decortication as soon as 
the diagnosis is made, provided there is no contra- 
indication. Excluding extrathoracic contraindications, 
the sole criterion remaining is the severity of the 
systemic response to the acute infection. In evaluat- 
ing this, more important than the degree of fever 
manifested is the general appearance, alertness, appe- 
tite, and response to transfusions, of the patient. If 
the latter observations are favorable, decortication 
may be performed, with penicillin therapy pre- and 
post-operatively, even though the fever may reach 
102.0° or 103.0° each day. At operation, not only 
are the contents of the pleural cavity evacuated, but 
the visceral portion of the capsule or “peel” is re- 
moved from the lung to allow its immediate and 
completely normal expansion to fill the entire hemi- 
thorax, and thereby obliterate all pleural dead space. 
Postoperatively, there must be adequate closed drain- 
age at multiple sites to maintain the complete ex- 
pansion.2 If any dead space persists, naturally the 
empyema will likely recur. 


In our series, there were 22 cases of acute massive 
empyema treated by early pulmonary decortication 
without preliminary drainage (primary decortication ). 
The empyema developed in a clotted hemothorax in 
18 cases, and in a liquid hemothorax in 4 cases. 
Prompt cure was obtained in 18 (82%) of the 22 
cases, in that there was no clinical or roentgeno- 
graphic evidence of persistence or recurrence of the 
empyema within two weeks following operation. The 
cure was dramatic. In 4 (18%) of the 22 cases, 
the empyema recurred. In 3 of the 4, though cure 
did not result, the patients were markedly improved, 
in that the recurrent cavities were small, and after 
rib resection drainage of these, their rapid obliteration 
was taking place while under our observation. In 
1 case (4.5% ), death occurred one month after op- 
eration, because of a persisting empyema due _ to 
B. coli, the severity of which was uninfluenced by 
any available chemotherapeutic agent. 
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There were 4 cases with massive-sized cavities in 
whom primary decortication would have been the 
treatment of choice, but who were treated by rib 
resection drainage because of some contraindication 
to the former. Satisfactory pulmonary expansion fol- 
lowed rapidly, thus obviating the need for subsequent 
operation. But these 4 cases should be contrasted 
with the 9 cases in the group below. By this con- 
trast, it is apparent that only one-third of the 13 
cases with originally massive-sized acute empyema 
cavities progressed sufficiently satisfactorily after rib 
resection drainage, so that chronic empyema did not 
appear imminent. 


There were 9 cases of acute empyema with cavities 
of massive size, treated first by rib resection drainage 
because of some contraindication to primary decorti- 
cation. In these 9 cases, satisfactory cavity oblitera- 
tion by pulmonary expansion failed to follow in the 
succeeding four to six weeks. 


In such cases as the ahove, secondary decortication 
(operation in the presence of adequate drainage) is 
The purposes are 
to prevent chronicity, and to reduce or render negli- 
gible the time required to obliterate the pleural cavity 
and therefore terminate the pleural suppuration. 


In 1 of the 9 cases, further operation to prevent 
chronicity was not performed because of an exceed- 
ingly poor prognosis in the presence of an associated 
laceration of the dorsal spinal cord with paraplegia. 
In 2 of the 9 cases, exploratory thoracotomy was 
performed in order to decorticate the lung, but this 
was found impossible because the pathological pro- 
cess was already chronic. The capsule and the 
pleura were completely fused. 


In the remaining 6 of the 9 cases, pulmonary de- 
cortication was performed successfully. In 2 of the 
6 cases, prompt cure followed, according to the 
previously stated criteria. While 4 cases developed 
recurrent empyema, 2 of the cases were markedly 
improved, as the recurrent cavities were small and 
basilar. They were considered not only salvaged 
from chronicity, but also the estimated duration 
of pleural suppuration was considered to have been 
markedly reduced. Unfortunately, in the remaining ~ 
2 cases, significant improvement did not occur, and 
further operation for chronicity was deemed most 
likely to become necessary after their return to the 
States. 


Thus in the 6 cases having secondary decortica- 
tion, 2 cases (33.3%) were cured, 2 cases (33.3% ) 
were markedly improved (a total of 66.6% salvaged 
from probable chronicity), and 2 cases (33.3% ) were 
unimproved. 


Comparing the results obtained by primary de- 
cortication and secondary decortication, those by the 
primary were far better. This is explainable on the 
basis of the fact that in the cases treated by secondary 
decortication, the pathological process was of a much 
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longer duration. The average time interval between 
wounding and primary decortication was 20 days, 
while the average time interval between wounding 
and secondary decortication was 53 days. Also those 
cases treated by secondary decortication represented 
the more seriously ill group. 

Excluded from the analysis were 5 cases of em- 
pyema treated elsewhere, and who came under our 
observation only during their convalescence. 


Summary 


1. Hemothorax is the most frequent and serious 
concomitant of intrathoracic wounds and injuries. 

2. For clinical purposes, hemothorax may be 
classified into four groups, namely liquid and clotted, 
each with and without empyema. 

3. The pathology is described, and the rationale 
of the treatment advocated is based thereon. The 
object of therapy in all cases must be the restoration 
of the anatomical and physiological normalcy of the 
secondarily collapsed lung as rapidly as possible. 

4. Liquid hemothorax without empyema, regard- 
less of size, should be treated by repeated aspirations 
begun early and continued at frequent intervals until 
the pleural cavity is empty. 

5. Persisting massive clotted hemothorax without 
empyema should be treated by decortication of the 
lung. 

6. Massive empyema, whether in a liquid or 
clotted hemothorax, should be treated by early pri- 
mary decortication of the lung when possible. 

7. Massive empyema which persists after ade- 
quate rib resection drainage, should be treated by 
early secondary decortication of the lung. 

8. The results obtained in a large series of cases 
are cited in support of the above contentions. 
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DISCUSSION 


By Dr. H. Prio_eau 
Charleston, S. C. 


It has taken the last war to clarify our ideas about 
the treatment of hemothorax and resultant empyema. 
Up to the present we have not recognized the im- 
portance of keeping the pleural cavity empty so as 
to prevent complications. Heretofore we have been 
inclined to leave well enough alone and to aspirate 
fluid, blood, and gas only in case of pressure, infection, 
or failure of absorption. It has now been amply 
demonstrated that the safest course is to make early 
and continued efforts to keep the pleural cavity 
empty, if we are to prevent disabling complications. 
In this connection I would like to emphasize Dr. 
Parker's admonition against the injection of air for 
partial replacement of the fluid aspirated. First, it 
is not necessary. Secondly, the air rises and in so 
doing breaks down any tendency toward walling off 
with resultant possible spread of contamination and 
development Pe more extensive empyema. 

As a result of the work of Dr. Parker’s and other 

ups in thoracic surgery, the treatment of clotted 
emothorax and empyema has been revolutionized. 
Relatively early decortication of the imprisoned lung 
has resulted in its expansion with accompanying oblit- 
eration of the pleural space. Such a procedure, gen- 
erally saves the patients from a long illness, deformity 
of the thoracic cape and loss of much lung tissue. 
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Post Hoc Sed Non Propter Hoc’ 


R. M. Powurrzer, M. D. 
Greenville, S. C. 


Man is supposed to be a reasoning animal. That 
is, he has been given a brain which is capable of 
taking certain facts, considering them and coming 
to a conclusion. Because of this he has been labeled 
by biologists, Homo sapiens.¢ Although capable of 
reasoning, his reasoning often is imperfect or illogical, 
and at times, there is even an absence of reasoning 
and man acts purely from impulse. Some writers 
have wondered whether man should not be called 
Homo insaniens.{ 


Barring rare exceptions, all babies at some time 
during the first year of life have one or more teeth 
which push through the gums and become visible 
to the fond parents, who view this historic event 
with great excitement. Usually when the infant is 
two or three months old, the mother announces with 
much pride that the baby is cutting a tooth. At this 
time the infant does have some swelling of the gum 
and an increase in saliva; but as a rule, the tooth 
cannot be seen or felt for three or four months yet. 
Not infrequently, after having looked for the tooth 
daily for weeks or months, it suddenly makes its 
appearance and is found accidently, without there 
having been fever, convulsions, paralysis or any other 
pathological manifestation. This is nearly always the 
rule. 


Let us see what generally happens in most families. 
At three months, six months, or almost anytime during 
the first two years, the youngster is fretful, has fever, 
an eruption, or a convulsion. In other words, the 
baby is sick. Everyone is naturally very much per- 
turbed. The grandmother and aunt, the mother or 
friend looks in the mouth and sees one or more places 
in the gum markedly swollen where a tooth is at- 
tempting to erupt. Or sure enough the baby has 
“cut a tooth.” Immediately the would-be diagnosti- 
cian concludes that since a tooth is coming, or has 
just come, the baby has been made ill by “teething.” 
The reasoning is fallacious. This is an example of 
one of the commonest of all fallacies in reasoning. 
It goes like this: if the baby is cutting, or has cut 
a tooth recently and now is ill, since the illness pre- 
ceded the teething, the teething must have produced 
the illness. One might just as well conclude that 
the change of the moon produced a convulsion or 
a paralysis. Logicians have coined a name for this 
type of fallacy, “Post hoc, ergo propter hoc.” Trans- 
lated literally into English, this is rendered “following 
this,” therefore, “because of this.” We all know that 


even if something succeeds something else, it does. 


not necessarily mean that the phenomenon was pro- 
duced by that particular occurrence. 


Not so very long ago people believed implicitly 
that most ills were sent by the devil, or that those 


afflicted with bodily ills, and the insane were possessed 
of the devil or bewitched. Witchcraft has now died 
out; and few people blame their earthly misfortunes 
on the devil. But even now a small number of men 
and women hold to the belief that all their misfor- 
tunes are sent as punishment from the Lord. 


However, today, in the United States of America, 
most people have had some education, or at least 
have spent a few years in school. They are sup- 
posed to have some slight amount of understanding 
of natural science. And most of them have heard 
that diseases are brought about by definite causes. 
They admit that Measles, Whooping Cough, Typhoid 
Fever, Diphtheria, etc. are diseases caused by a germ. 


But ‘quite naturally when a baby in the family 
*becomes ill, they are unwilling to admit that he has 
an illness of consequence and try to delude them- 
selves into thinking that his indisposition is a normal 
manifestation. Regardless of whether the baby vomits, 
has diarrhea or fever, they are confident that the 
malady is to be expected because the baby is “teeth- 
ing,” and they know he is teething because the gum 
is swollen or a tooth has just come through. 


Of course there is some fretfulness, discomfort 
or pain when a tooth erupts, and along with this, 
some increase in the flow of saliva. At times there 
is a disinclination to take food. Further, all adults 
well know how much discomfort the eruption of the 
wisdom teeth can cause. But admitting all this, 
medical authorities insist that it is extremely unlikely 
that the eruption of teeth can cause illness. The 
views of three outstanding pediatricians are presented 
in the following four paragraphs: 


“From a very early period the view has descended 
that a large number of symptoms occurring between 
the ages of six months and two years are due to diffi- 
cult dentition. The list of such symptoms is a long 
one, but year by year it has been progressively 
shortened as one after another has been shown to 
depend upon other causes, dentition being only a 
coincidence. 


“At the present time many good observers deny 
that dentition is ever a cause of symptoms in children, 
some even going so far as to say that the growth 
of the teeth causes no more symptoms than the 
growth of the hair.”1 


“Teething may be associated with a certain amount 
of discomfort, such as swollen, tender gums and 
consequent restlessness and loss of appetite, but still 
be quite within the normal limits. Very seldom is 
there any illness due directly or indirectly to the 
eruption of the teeth, and all other possible causes 
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must be ruled out before the illness is laid at the 
door of teething.”2 


“In the early part of this century a great number 
of disorders (fever, convulsions, diarrhea, croup) were 
often mistakenly attributed to dentitional difficulties. 
Eevn today, undiagnosed fevers in early childhood 
are frequently attributed to teething. There is little 
basis for the view that the eruption of the tooth 
causes the fever. The only association between fever 
and the eruption of teeth is the fact that during a 
fever the rate of eruption of a given tooth is ac- 
celerated.”3 


We doctors, especially those of us who practice 
pediatrics, believe that a diagnosis of teething is 
unjustifiable, even though we know that the baby 
is getting teeth during the first two years. We are 
not surprised when mama or grandmama says, “Doc- 
tor, the baby is teething.” They are not, expected 
to know pediatrics. They are not expected to make 
a physical examination. But it is surprising when 
an infant is referred by another -doctor because of 
teething, or when we are told that some other doctor 
has made a diagnosis of teething, especially so when 
this is done without a history having been obtained, 
or a physical examination having been made. Tonsil- 
itis, Pyelo-nephritis, Otitis Media, Pneumonia, Infec- 
tious Diarrhea and many other diseases are over- 
looked because it is so easy to label the malady 
“teething.” And furthermore, since this diagnosis 
agrees with that of the mother, everyone is happy. 
Nevertheless because the true nature of the baby’s 
illness has not been ascertained, no benefit accrues 
to him or her, and the disease runs its course resulting 
in death or recovery, according to the youngster’s 
resistance. 


It would be very interesting if every doctor who 
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treats babies kept a record throughout the year of 
the number of patients on whom he makes a diagnosis 
of teething. This should be followed with a note 
as to what the outcome was, and especially what 
was the final diagnosis. In short we still hear too 
much of teething. 


The doctors who were practicing about a century 
ago knew little of pediatrics and were forced to make 
a diagnosis of teething. But today, especially since 
medical science has made such tremendous strides, 
particularly in the last 50 or 60 years, there is little 
excuse for blaming most illnesses in the child on the 
cutting of teeth. As a rule a complete history, a 
careful physical examination and a few laboratory 
procedures will relieve the practitioner of the necessity 
for covering up his ignorance by making a diagnosis 
of teething. 


*Following this, but not because of this. 
+Wise man. 
{Crazy man. 
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Obesity in General Practice 


By Wn. T. Henprix, M. D. 
Spartanburg, S. C. 


This is a report on two hundred cases of successful 
reduction of weight. It is not a complete series with 
percentages of success and failure such as an internist 
would report. I do not have the time, training, or 
office force to run such a series. 


It started as a family doctor’s attempt to help his 
patients lose weight. Thyroid and pituitary gland 
changes will not be reviewed. I would not deny, 
of course, that there are cases of glandular disturb- 
ance, as I have seen attractive pictures in medical 
books of hypothyroidism, Frohlich’s syndrome, and 
basophylic pituitary something or other. We stay 
so confused trying to remember which gland is in- 
volved when you have little wrists and large hips, 
or when the line from the navel to the head is longer 
than from the scrotum to the floor, that we miss the 
main point—that 99 out of 100 obese patients just 
plain eat wrong. We should worry more about the 
size of the diet than the size of the genitalia. If as 
much time were spent explaining diet to a patient 
and giving moral support to follow it as is spent in 
B.M.R. tests and measurements, more people would 
lose weight. 


There are benefits to doctor and to patient in weight 
reduction: 


DOCTORS: 


1. No patient will sing your praises more than 
one who loses weight, and no patient attracts more 
attention and is in a better position to refer patients 
than a young, fat girl who loses 75 pounds. One 
girl in Glendale, one in Whitney and two in Spar- 
tanburg are the nucleus from which all of these 
200 cases have been sent in. At least 2 or 3 patients 
a week come in “to get that medicine you gave 
Mary Jones.” 


2. It gives a form of treatment to those people 
with foot or back trouble, shortness of breath, and 
that tired feeling due to overweight—the type case 
we usually hate to see come to the office. 


PATIENTS: 


1. Without exception, all of my patients who lost 
10 pounds or more have felt better. They are able 
to get around and do more work. This improvement, 
coupled with a feeling of well-being given by the 
benzedrine sulphate greatly improves their morale. 
As you know, psychiatrists claim most fat people 
have some emotional disturbance in the background; 


(From the Department of Medicine, Spartanburg 
General Hospital. ) 


they hide behind their weight to cover unpopularity, 
unhappiness, etc. At any rate, fat people get into 
a vicious circle—the fatter they get, the worse they 
feel, the less active they become and the fatter they 
get. One of the first patients in this group had been 
delivered of a still-born three years before. She lost 
interest, put on forty pounds, had to quit her job 
in the mill due to hysterical fits and crying spells. 
This patient under treatment lost from 178 pounds 
to 130 pounds, took on new interest and activities 
and is today working, happy and healthy. 


2. Better health—Improved physical findings. In 
a majority of people thirty pounds or more over- 
weight, we found increased blood pressure and pulse 
rate, both of which were reduced with weight loss. 


, 


REPRESENTATIVE CASES: 


Age Date Weight Pulse 
A. 59 8/22/44 176 154/70 120 
9/27/44 160 130/80 92 
10/27/44 152 128/70 82 
4/4/45 141 134/80 72 
B 44 1/26/45 275 210/130 96 
2/26/45 258 176/120 80 
3/26/45 247 154/100 84 
5/18/45 227 140/90 100 
11/6/45 184 130/100 100 


This patient complained of vertigo, tinitis, dyspnea; 
symptoms relieved. 


Cc 52 4/20/45 150 140/80 72 
5/2/45 145 126/70 80 

5/26/45 141 120/60 80 

D 39 8/25/44 237 178/100 100 
10/2/44 228 150/90 88 

11/4/44 215 140/100 76 

3/31/45 182 140/100 76 


This patient stated she was too nervous to lose 


weight as she couldn't take thyroid, but she lost 

nicely on benzedrine sulphate. 

E. 32 2/12/45 278 150/90 84 
3/13/45 262 130/80 72 
6/23/45 231 166/60 72 
9/25/45 222 110/70 72 
12/1/45 226 


This patient had no menses; weighed 115 Ibs. when 
married; had five children. She did not use preven- 
tion and had had no pregnancy in eight years. She 
had mensis for 2 months and is now 2 months preg- 
nant after none in eight years; she is very unhappy 
about pregnancy. 
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F. 33 8/27/45 191 150/100 88 
9/12/45 181 138/80 88 

10/23/45 164 130/80 100 

1/26/46 151% 130/70 60 


At beginning of treatment patient was very nervous. 


3. Hypertensive; cardio-vascular disease—Blood 
pressure did not improve, but the patients felt better. 


Age Date Weight B. P. Pulse 
A. 48 2/1/44 180 166/100 80 
4/14/44 155 174/104 72 
8/11/44 142 153/90 72 
12/11/44 140 170/100 80 
7/10/45 141 164/100 88 
3/8/46 141 170/100 88 


At the beginning of treatment patient complained 
of headache, vertigo, hot flashes. 


B. 60 8/22/45 216 158/90 100 
1/4/46 193 180/94 90 

2/10/46 182 160/80 90 

3/28/46 183 ~ 160/80 90 


4. The menses were re-started with its psychologi- 
cal value. 

5. Several patients were able to become pregnant 
after many years of sterility. 

6. Many overweight patients lost thirty pounds in 
preparation for pregnancy, after which we held their 
weight gain to thirty or thirty-five pounds so that 
they came to the delivery room at their usual weight. 

7. Many pregnant, obese patients were able to 
hold their average weight rather than gain another 
fifty pounds, which is usually the case. 

8. Many patients with callouses, arthritis of feet 
and knees were improved by loss of weight. 

How is weight reduction accomplished? In my 
opinion there are several rules: 

1. Time—If you are not willing to give as much 
time to this type of patient as you would to a pneu- 
monia or surgical case, then tell the patients you 
don’t do this type of work, and refer them to one 
who does. 


2. Examine the patient—The urine for diabetes 
and nephritis; heart and lungs, pitting edema, etc.; 
also, for signs of obvious marked gland disturbances, 
which should be referred to an internist; check for 
ulcer history as the diet may be too rough. 


3. Explain the diet—Most people do not know 
much about diet. Such phrases as “cut down on 
what you are eating” or “cut down on sweets” mean 
nothing. People judge diet by their own food. 
Most fat people insist they do not eat much. One 
of my patients said, “All I ate for supper was a pint 
of sweet milk, a can of pork and beans, a can of 
soup, four slices of bread, a pint of ice cream and 
two slices of cake.” Another patient came in worry- 
ing about her small son not eating. “Why,” she 
said, “all he had for breakfast was two eggs, two 
glasses milk, three pieces toast, butter, honey and 
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two strips of bacon; he didn’t touch his grits!” I 
use the Government Basic Seven: eggs, meat, citrus 
fruit, milk, butter, vegetable, wheat—explaining that 
these foods are necessary for vitamins, minerals and 
proteins, etc., and are necessary for health. Carbo- 
hydrates are for energy, and our requirements vary 
with physical exercise. When a patient says, as 
they often do, “I had a B.M.R. and have gland 
trouble,” I say, “OK, if your glands are low and 
you burn up food slower, then you will have to 
leave off energy foods; it’s too bad we all can’t eat 
cake, pie, candy, etc., and keep our weight. If your 
body can’t handle these, you'll have to stick to the 
Basic Seven. What I want you to do now is stick 
to the Basic Seven which is less food than you 
need so you will draw on your fat for food until 
your weight reaches the point you desire, then add 
energy foods and: watch the scales. If you stay 
the same, you are using all you eat; if you gain, 
you are eating more than you need. A good basic 
diet over a long period of time is the safest way to 
lose.” 

4. Write down the diet—Patients will not follow 
complicated diets nor read and study out complicated- 
looking diet slips. I write on a prescription blank: 


Breakfast 


1 egg, % slice toast, butter, orange juice, black 
coffee. 


Dinner and Supper 


Lean meat, three vegetables (yellow, as carrots 
and corn, or green, as string beans) % slice bread 
and butter, buttermilk or tea with saccharine. 


Many people say they eat only two meals a day. 
I tell them it is too long to go from supper to dinner; 
their blood sugar gets low; they do not feel as well 
and also eat more at the next meal. I ask them 
to fix their plate three times a day as given on the 
diet, eat it and stop, and do not eat between meals. 
Most people do not count the Coca-Cola, sandwich, 
candy, etc., they eat between meals. When the 
diet is explained and the above diet list given, I find 
most overweight people admit they overeat. 

5. Explain the medicine—it is a mild stimulant 
that overcomes that weak, hungry feeling people have 
who eat less than usual. I find most people are not 
hungry at breakfast; so I ask what hour they eat 
breakfast and dinner and give the medicine two 
hours after each meal, never after 3 p.m. I tell 
them to report any nervousness or palpitation of the 
heart. 

The drug used in most of these cases is benzadrine 
sulphate. It comes in 5 and 10 mgms tablets. I find 
it less expensive to prescribe 60, 10 mgms. tablets, 
and advise taking ™% tablet as the dose. There is 
also dexadrine sulphate, 5 mgms., which is said to 
have twice as much cerebral stimulation with less 
side effects. One or two of my patients who were 
nervous with benzadrine sulphate could take dexa- 
drine sulphate. I use dexadrine sulphate altogether 
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now, % tablet twice a day. I also give thyroid 
grains, one daily, to most cases. I always write 
“Non rep.” on the prescription in order to keep 
it under control, as there may be some danger of 
habit formation, although I have not had this trouble. 

6. Be positive—“You can lose weight!” “This 
medicine will kill your appetite!” 


7. “Don’t weigh till you return to office in four 
weeks—” Weight varies from day to day, also with 
time of day and proximity of meals. I weigh 155 
on entering office in the morning and 152 on leaving. 
Penny scales vary. I have had patients come in 
discouraged because they had lost only six pounds, 
to find the loss actually ten on the scales in my office. 
I do not go in for exercise “to help the figure,” as 
most cases “shape up” with weight loss. I wonder 
if the pep talks of explaining the diet and the moral 
support given by monthly visits to the office are not 
the main reasons for these people losing weight, 
rather than any drug. Already, several patients, after 
a year, have gained ten to fifteen pounds and have 
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come in again saying they could not lose weight 
by themselves but could while being under super- 
vision. I recommend losing only forty pounds, fol- 
lowed by a six-months’ rest. This is to avoid pro- 
longed use of dexadrine and to prevent neighbors 
telling the patients how bad they look. The neighbors 
are so accustomed to the fat-looking faces that they 
say the patients look bad when their weight is normal. 


SUMMARY: 

1. Most fat people overeat. 

2. The benefits of losing weight are: Patients 
feel better physically and psychologically, re-start 


menses, become pregnant, lower blood pressure, lower 
pulse, less foot and knee trouble and backache. 


3. And it can be done with dexadrine sulphate, 
¥% tablet 2 hours after breakfast and lunch, if you 
take time to examine the patient, explain the diet, 
write down the diet, explain the medicine, be posi- 
tive, and have the patients weigh only at the office. 
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DECEMBER, 1946 


HIROSHIMA AND BETHLEHEM 


Hiroshima, city of death, 

Harvest of the gods of war, 

Emblem of man’s ability 

To destroy his fellow man, 

We shudder at the mention of thy name. 


First victim of the atomic age, 

Art thou an omen of the days to come? 
Was the blast which killed thy people 
The opening chord of the March of Death 
Which shall some day lay wsate . 

The cities of the Earth, 

As thou wast laid low, 

O, Hiroshima? 


Bethlehem, birthplace of the Prince of Peace, 
Our hearts grow warm 
At the mention of thy name. 


Sing again for us 

The song which was sung upon thy hills 
Two thousand years ago, 
“Glory to God in the highest, 

Peace on earth and g will among men.” 


As the Great Physician walked through thy streets 
And healed the bodies 

And changed the lives 

Of thy children, long years ago, 

O, Bethlehem, 

So must He walk upon the earth today, 

Touching the hearts of his people, 

Teaching them to love their God 

And to love their fellow-man. 


How else can we find peace, 
A lasting peace, 

Than through thy greatest Son, 
O, Bethlehem? 
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NEW BLOOD 


As we have visited meetings of county and district 
medical societies, we have been impressed with the 
number of new faces and younger faces among those 
in attendance. The time has at last come when our 
colleagues in the service are becoming re-established 
in their practices and when men who have never 
been in practice are opening up their offices for work. 


As any physician knows, there are few procedures 
in medicine which are more valuable than the intro- 
duction of new blood into a patient. We hope that 
our Association will not be classed as a severely ill 
patient with need for desperate remedies, but we 
readily acknowledge that the organization can use 
new energy and new ideas in its planning and 
program for the future. And we welcome the new 
blood which has been brought into our organization 
during recent months. 


With the time for the annual election of officers 
in county and district societies approaching, we might 
do well to ponder the availability of these newer 
and returned colleagues for service. 


HOSPITALS 


With the signing of the Hospital Survey and Con- 
struction Act, the nation has embarked on the most 
comprehensive hospital and public health construc- 
tion program ever undertaken. Congress has author- 
ized the appropriation during the next five years of 
$375,000,000 in Federal funds for the building of 
hospitals and health centers. Since the Act provided 
that the Federal share is to constitute one-third of 
the cost and non-Federal funds the other two-thirds, 
the total expenditure for this Nation-wide hospital 
program would approximate $1,125,000,000. 


The share of the Federal funds which will be 
available to South Carolina under this Act amounts to 
$1,976,775 per year for the next five years and 
$41,123 for survey and planning. 


Needless to say certain definite arrangements must 
be completed before this money will start coming 
into South Carolina. First, there must be a survey 
of the state as to its needs for hospitals and related 
facilities and programs must be developed for the 
construction of the additional hospitals, public health 
centers, and related facilities. Such a survey is now 
being made under the auspices of the State Planning 
Research and Development Board. When the survey 
has been completed the findings will be reviewed care- 
fully by the Board and its advisory council and then 
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a specific program will be recommended as a chart 
for the future development of the state. 

Secondly, a state agency (either some agency now 
in existence or a new agency) must be designated 
as the agency to set forth a hospital construction 
program and to provide for and assist in the construc- 
tion of the individual projects. Furthermore, the 
agency must establish minimum standards for the 
maintenance and operation of hospitals which receive 
Federal aid under this plan. So far no such agency 
has been established and it will be incumbent upon 
the coming General Assembly to designate some 
agency now in existence or to establish some new 
agency to carry on this work. 

Under the Hospital Survey and Construction Act, 
Federal funds will be available up to thirty-three and 
one-third percent of the construction costs. The other 
two-thirds of the cost must come from a local com- 
munity, the county, or the state. The plan also 
provides for the participation of non-profit institutions 
which may not be supported by taxpayers’ money. 
In such an instance sixty-six and two-thirds percent 
vof the cost would have to be met by the local 
institution. 


ANNUAL MEETING 


Good progress is being made toward completing 
the plans for the annual meeting which will be held 
at Myrtle Beach, May 6-7-8. 

Three outstanding physicians have been invited 
by Dr. James McLeod, President, to address the 
Association and all three have accepted. These 
physicians are Dr. Earl Moore of Johns Hopkins, 
Dr. Eugene Pendergrass of Philadelphia and Dr. 
A. W. Adson of the Mayo Clinic. 

The balance of the scientific program is being 
arranged by the scientific committee of which Dr. 
L. E. Madden of Columbia is chairman. Any mem- 
ber of the Association who desires to present a 
paper should communicate with Dr. Madden im- 
mediately. 


POST-WAR QUESTIONNAIRE 


A post-war questionnaire, prepared by the Na- 
tional Emergency Medical Service Committee of the 
American Medical Association, has been sent to all 
physicians who have been discharged from the army 
and navy medical departments. We urge that all 
ex-service men cooperate with this committee by 
filling out and returning these questionnaires im- 
mediately if they have not already done so. 
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CHRISTMAS, 1946 


At this season of the year even the most inept 
can scarcely resist the impulse to express thoughts 
appropriate to the spirit of Christmas. And after 
almost 2000 years, it is virtually impossible to give 
new expression to any of the thoughts which 
naturally arise when we contemplate the Christmas 
Season. Truly, everything that might be said, has 
been said. 


But it is one of the wonders of the occasion that 
the thoughts concerning it lose nothing of their 
appeal and fascination; that their expression bears 
repetition, year in and year out. Though we never 
learn, the old lesson never fails to attract and interest 
us, for a few days at least, each year. 


So this is the time of all the year when we are 
privileged to be idealistic in our thoughts and in 
our expressions, when it is difficult for even the 
“Scrooges” to retain their cynicism or what we are 
wont to call the “realistic attitude” toward life. 
Perhaps the reason why the spell of Christmas takes 
hold annually of so many, is because somewhere 
deep within the individual with the most hardened 
exterior, the most cynical outlook, there remains the 
need, the subconscious craving to share the feeling 
toward his fellow man which is the very heart of 
Christmas. Perhaps that is the basis of the hope 
of the human race. While the spark remains, the 
fire of human understanding may yet kindle. 


And there has never been a year when the ob- 
servation of Christmas has been more appropriate 
than 1946. As the world hesitates, a few steps re- 
moved from the black pit containing the smoking 
ruins which are the result of the latest expression 
of mankind’s supreme folly, and gropingly attempts 
to find its way through the maze of human selfish- 
ness, greed and ambition, toward a course which 
may postpone another war, its leaders could do 
nothing better than suspend all other activity, and 
focus their energies and attention upon contempla- 
tion of what Christmas stands for. When a suffi- 
cient number, in this and other nations, become 
truly men of Good Will—toward our fellow men— 
then and then only will we merit or may we expect 
Peace on Earth. 


DOCTORS AND POLITICS 


(The following article is not, as might have been 
supposed, a product of the year 1946. The title 
arrested our attention as we leafed casually through 
some of the old files of this publication, It is 


interesting to note that the idea of active participa- 
tion of doctors in politics is not new—even in South 
Carolina. This is an editorial reprinted in full from 
the Journal of the South Carolina Medical Associa- 
tion of April, 1908!) 


The following letter, written by Dr. C. S. Bacon, 
of Chicago, to the Journal A.M.A. should be care- 
fully read by every healthy-minded physician in the 
United States: 


“Last year you published the very valuable article 
from Dr. Charles A. L. Reed, chairman of the 
Committee on Medical Legislation, on “Medical Leg- 
islators of Two Republics.” In this article and in 
other contributions, Dr. Reed has called attention 
to the lessons of his own experience in matters of 
legislation. He has learned, as have others, that if 
physicians want something done in the legislatures, 
or anywhere else, “they must do it themselves, not 
send agents who know nothing about what is wanted. 
When physicians get together and agree on what 
they want and then move forward in numbers, they 
generally succeed. A new era has arrived in the 
history of the profession, one in which strong repre- 
sentative physicians, busy men in large practice, find 
it consistent with their dignity and profession to take 
part in practical politics for the good of the pro- 
fession and the community. 


It is evident that Dr. Reed has been practicing 
what he preaches in the recent campaign for election 
of the members of the Ohio State Republican Con- 
vention, states, among other things: 


The physicians of the state were organized by 

Dr. Charles A. L. Reed of Cincinnati, for the 
purpose of getting representation in the conven- 
tion. They have succeeded beyond their ex- 
pectations and there are the names of 105 
physicians on the roster of the gerat body now 
in session here. 
The published details of the convention show some 
additional facts of interest. The physicians number [ 
one-eighth of the whole convention. They are all , a 
representative men. They met in caucus and de- e 
termined what they wanted in the organization and 
in the platform. The presidency went to Secretary 
Garfield, but Dr. Reed was made the first vice- 
president of the convention. The committees on 
rules and on permanent organization, and, most im- 
portant of all, on resolutions, each contained a strong 
representation of physicians. The result according 
to published reports, was the full realization of the 
object that the physicians had in view, namely, the 
adoption by the convention of a plank in its plat- 
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form committing the party to “the organization of 
all existing national public health agencies into a 
single national health department.” 


The movement for a national department of health 
was begun by the American Medical Association very 
early in its history and has been agitated since then 
with more or less zeal by the Association and the 
profession. This is the first time, however, that a 
plank favoring the proposed national department of 
health was ever adopted by a political convention. 
It is no small cause for congratulation that Dr. Reed 
and his Ohio colleagues have succeeded in making 
this beginning. 


They, no doubt, appreciate better than any one 
else that this is only a beginning. The declaration 
of a platform, to amount to anything, must be rati- 
fied at the polls and redeemed in the legislatures and 
in Congress. To do this means participation in the 
campaign. It means, furthermore, that physicians 
must go to the legislature, not as supplicating com- 
mittees craving a favor, but as members with power 
to vote. It means that physicians must go in in- 
creasing numbers to Congress—to the House and 
to the Senate: The movement for a national de- 
partment of health probably never will succeed until 
the medical profession sends at least some of its 
strong men like Reed, Welsh and Mayo to champion 
the cause of public health in the halls of Congress. 


The political activity that has been displayed by 
the physicians of Ohio ought to be taken up in every 
other state. Declarations in behalf of a movement 
to unite under one head all of the national agencies 
of public health ought to be made by every party 
in every convention in every state, and in every 
national convention held this year. There are urgent 
reasons why this should be done. The cause of the 
proposed department of health is one and a sufficient 
one. But in addition to this, it is known that within 
the next eighteen months a prearranged effort will 
be made to destroy the force of existing medical 
laws in several states, but particularly in Ohio, New 
York Massachusetts and Illinois. The conspiracy has 
already been hatched. It behooves the medical pro- 
fession of all the states to be on guard all the time, 
but in the four states mentioned it is imperative that 
the guard be placed directly within the halls of 
legislation. The physicians of the different states 
ought to furnish 20 per cent of the members of every 
legislation elected this year. If this is done state 
medical laws will be safe and, with additional rep- 
resentation of the medical profession in the Senate and 
House of Representatives at Washington, the legisla- 
tion in public health so necessary will speedily be- 
come an assured fact. 


The doctors have a duty to perform and we believe 
they are going to perform it. In the State of South 
Carolina there should be in the Legislature an average 
of one doctor from each county. It would be an 
easy matter, probably, for each county medical so- 
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ciety to prevail upon one of its members to run 
for legislative office, and the consistent and energetic 
support of the county society membership would, in 
every case, insure his election. Why not adopt this 
plan? No greater piece of patriotism could be prac- 
ticed. 


A HEALTH SERVICE SYSTEM FOR 
THE FUTURE 


KincsLey Roperts, M.D.* 


*(Reprinted from New York Medicine, November 
5, 1946) 


(The inclusion of the following article does not 
mean that all of the views expressed are shared by 
this Department. In some respects, however, it 
represents an unusual approach to the problem, and, 
being the expression of a physician, should be in- 
teresting to other members of the profession. ) 


No one disputes that there are grave inequalities 
in the distribution of medical care. The medical 
profession and the public alike recognize this situa- 
tion as a fundamental problem. Both profession and 
public have set out to find the best working answer 
to the question: “How shall we secure for all the 
people the maximum medical service for their dol- 
lars?” Public opinion has already forced the drafting 
of far-reaching legislation. If physicians do not help 
solve this problem, the lay public will find a solution 
of one kind or another without them. 


Largely because doctors have taken so little part 
in it, the debate has so far been centered upon 
financing of medical care. As a physician, I think 
that at least equal concern should be given to the 
question of what kind of care the medical dollar 
buys, quite apart from how it is raised. This is 
the decisive half of the problem—the one to which 
the medical profession is especially qualified to con- 
tribute. 


I should like, therefore, to emphasize the quality 
of medical care in this discussion, rephrasing the 
question at issue to read: “How can medical service 
of high quality and low cost be brought to the . 
greatest number of people?” The phrase “low cost” 
does not mean “cheap.” There is no such thing as 
good cheap medical care. When I speak of medical 
care of high quality, I am echoing the thoughts of 
the late Hugh Cabot when he said that probably 
it was better for a person to get no medical care 
than to get medical care of poor quality. 


My own experience in medical practice since 1920 
leads me to the lamentable conclusion that a great 
deal of medical service paid for under any of our 
existing systems—prepayment or fee-for-service—is un- 
necessarily bad. Neither the doctors, the educators, 
legislators, nor the public is entirely to blame. Doc- 
tors, specifically, are at fault, however, because they 
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slip too easily into the attitude that their profession 
is above reproach and beyond criticism. Doctors, 
therefore, have been the last to recognize the inade- 
quacies of the existing system of medical care: “solo 
practice.” 


Solo medical practice fails to realize the potentiali- 
ties of modern medical science in several important 
respects. First, no man can command the full range 
of knowledge and skills that medical research has 
made available. Second, because most practicing 
physicians cannot afford post-graduate education, the 
practice of medicine lags far behind the science of 
medicine. Third, the income of the single physician 
cannot finance the equipment, laboratory facilities 
and specialized personnel needed to use modern re- 
sources without charging patients unduly. 


Furthermore, the existing system fails to realize 
that medicine is a social and economic as well as a 
physical science. The family is the unit of medical 
care. Yet, how many physicians, when one member 
of a family is ill, give thought and attention to the 
attitudes and problems of the other members? The 
health of a family obviously depends upon the living 
and working conditions of its members, but there 
is now no place in medical education where con- 
sideration is given to these important factors. In- 
dividual physicians can hardly be blamed for this 
situation, in view of the neglect of medical economies 
in the medical schools. Finally, there is no adequate 
place in solo practice for preventive medicine, for 
organized promotion of public and personal health 
programs that have proved so effective in reducing 
the incidence and severity of illness. 


Medical care is worst in rural areas. High medical 
school and urban standards will be valueless as long 
as they are out of reach of the majority of the pop- 
ulation. Something must be done to make good 
medical care universally available. To my mind, the 
solution for the problem of distribution rests upon 
three basically inseparable essentials which hold good 
for any financial basis. 
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1. Prepayment for comprehensive medical care. 


2. Medical group practice units as the medium for 
distribution of the services. 


3. Preventive medicine on a par with therapeutic 
medicine. 


Since my concern is with what the medical dollar 
will buy, I will not discuss the many kinds of pay- 
ment methods by which people of different income 
levels buy their medical care. In spite of all the 
plans, some good some bad, we eventually reach the 
point at which the lowest income groups cannot be 
medically self supporting, under any system of fi- 
nancing. These people must be cared for. I believe 
that this problem should be solved locally. The 
principle of employer contribution is now accepted. 
I believe that we must eventually use tax funds as 
well. 


Group practice is the concern of this paper be- 
cause it bears directly and decisively upon the ques- 
tion of what the medical dollar will buy. If pre- 
payment is to buy comprehensive care, including 
preventive medicine, then the care must come from 
organized medical groups. 


Physicians and their patients both know that no 
one man can any longer be a complete physician. 
Modern medical care involves the use of extensive 
laboratory procedures and technical personnel to 
conduct them. It calls for nurses and a variety of 
specially trained therapeutic technicians. All these 
raise the cost of medical care, and in most cases 
keep it beyond the means of the average patient. 
Clearly, then, to care properly for the average patient, 
the cost of these items must be made less. This can 
best be done by group practice, where resources and 
personnel are pooled, with consequent reduction in 
operating costs and lower costs to the patient. 


What is a medical group? It is an association 
of physicians of different skills, who use common 
equipment and nursing, technical and administrative 
staff, have a formal pattern of professional collabora- 
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tion, a definite relationship as a group with a_ hos- 
pital or hospitals, and a unified financial administra- 
tive organization. 


The two key specifications in this definition are 
“a formal pattern of professional collaboration” and 
“a unified financial and administrative organization.” 
The pattern of professional collaboration simply means 
that the consultation and cooperation among the 
group’s specialists be definitely planned to be readily 
available for the patient’s benefit. Two of the in- 
estimable advantages are the unit system of medical 
records, to which each physician contributes and 
regular staff conferences, in which all the physicians 
collaborate. A unified administrative and financial 
organization requires that income from patients be 
pooled and financial relations with patients handled 
in the name of the group. 


The institution of group practice is no better than 
the men who compose it. Some ‘groups, like some 
physicians, will chisel, perform abortions and split 
fees. Nonetheless, group practice can and does exert 
an influence of its own, because it brings into clinical 
practice something of the spirit that prevails in the 
medical school and teaching hospital. The doctor 
who works in collaboration with his colleagues must 
meet standards and, in turn, set standards of per- 
formance such as he forgets early in a solo career. 
Cross-checking of his judgments in consultation with 
his specialist-partners becomes the rule rather than 
the exception of everyday practice. I believe, in 
general, and other things being equal, a doctor will 
be a better doctor in a group practice unit than 
he would be in solo practice. It is interesting to note 
in passing that more and more veterans of war 
medicine are interested in going into group practice. 


Groups now in existence range from a group of 
four physicians to the high of six hundred on the 
Mayo Clinic staff. Groups can be set up under the 
auspices of hospitals, industrial concerns, or con- 
sumer organizations, or on a private basis under the 
physicians’ own control. They may also be sponsored 
by government—federal, state or municipal. Financing 
may come from endowments, fees-for-service, taxes, 
voluntary health insurance or indemnity and industrial 
insurance. 


The most significant classification of present groups 
is by scope of service. The narrowest are the diag- 
nostic clinics, like those at Johns Hopkins and Mt. 
Sinai Hospitals which are limited diagnosis and 
report to referring physicians. Some reference groups 
provide diagnosis and treatment to patients with 
more or less unusual or complicated conditions. 


Most significant to the whole pattern of medical 
practice is the “service group” that furnishes general 
family care, backed up by the more usual specialist 
survices such as surgery, otolargyngology, obstetrics 
and pediatrics. Serving patients within its own com- 
munity, it is general practitioner of group medicine. 
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The already large number of service groups is grow- 
ing steadily. There are now between 400 and 600 
chiefly in the West, Midwest and South. 


Such a group may be organized and controlled by 
the physicians themselves, usually, though not always, 
on a partnership basis. It may—like the Gundersen 
Clinic in Wisconsin—derive its income from fees-for- 
service. Or, like Mary Imogene Bassett Memorial 
Hospital at Cooperstown, New York, it may be spon- 
sored by outside aid and only partly supported by 
fees-for-service. Endicott-Johnson has provided such 
service for its employees for nearly thirty years. 


The most interesting aspect of the service group 
for the future of medical care is its adaptability to 
prepayment financing because it renders compre- 
hensive medical care. Thus, the Los Angeles Ross- 
Loos Clinic, a private group organized and con- 
trolled by physicians, has for some years derived 
a significant part of its income from a prepayrnent 
plan. Others have been sponsored by industrial 
organizations, like the Permanete Health Plan, fi- 
nanced throughout the war by voluntary payroll de- 
*ductions at the Kaiser shipyards. Other examples of 
prepay-plans successfully sponsored by consumer 
groups is that at the Standard Oil Company of Baton 
Rouge, La., sponsored by the employees, who also 
participate in its management and the consumer- 
cooperative sponsored Group Health Association in 
Washington, D. C. 


THE RECORD OF CONGRESS IN SOCIAL 
SECURITY (1946) 


“The Second Session of the Seventy-ninth Congress 
devoted considerable attention to social security, in- 
cluding a freeze of the pay-roll tax and broadening 
of the program. 


Faced with automatic increase of the Old Age and 
Survivors Insurance tax January 1, Congress gave 
final approval to an amendment (H.R. 7037) pro- 
viding for (1) the freezing of the one per cent tax 
rate on employers and employees for old age and 
survivors insurance for another year; (2) coverage 
of 200,000 maritime workers under unemployment 
compensation; (4) increasing benefits under old-age 
assistance, aid to dependent children and to blind 
persons. 


A compromise to increase by $5.00 federal con- 
tributions to states for old age pensions broke a 
stalemate in Senate-House conference on the social 
security bill. 


Security Agency: Reorganization of the Federal 
Security Agency became effective when the Senate 
failed to confirm House rejection of President Tru- 
man’s plan No. 2, in the governmental reform pro- 
gram. Shifted to FSA are functions of the old Social 
Security Board and various health and welfare 
agencies. 
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The Doctors behind the Deon 


R. J. Reynolds 
Tobacco Company, 
Winston-Salem, N.C, 


@ Magical penicillin... the amazing “sulfas”... and now the 
new streptomycin ... Thank the men of research medicine for 
those... and for all the other valuable aids they have placed 
in the doctor’s “little black bag.” 

Biochemists and bacteriologists ... pathologists and physi- 
ologists . .. whatever the field of research . . . they are, first and 
foremost, doctors! And, like all doctors, they are tirelessly 
devoting their lives to the cause of human health and happiness, 


According to a 
recent independent 
nationwide survey: 


MORE DOCTORS 
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Crosser Bill: This legislation (H.R. 1362) to lib- 
eralize the railway retirement and unemployment 
compensation program holds significance for other 
industries by making a pattern for possible broader 
revision of social security. Under the rail unemploy- 
ment insurance program (1) maximum daily benefits 
are increased from $4 to $5, (2) maximum duration 
raised from 20 to 26 weeks, (3) maximum amount 
payable boosted from $400 to $650, and (4) pay- 
ments for unemployment caused by non-occupational 
sickness or injury is provided. 


Cash sickness benefits will be paid by railroads out 
of taxes previously collected for unemployment com- 
pensation. Disability benefits are increased. Taxes 
are increased to a maximum of 15.5 per cent (9.25 
per cent from employer and 6.25 per cent from 
employee ). 


Hospital Aid: A Federal-State grant-in-aid pro- 
gram to survey the need for hospitals and provide 
for their construction is authorized in the Hospital 
Survey and Construction Act (S$. 191). The Federal 
Government contributes $75 million a year, for five 
years, under a variable grant formula (States receive 
varying proportions of the cost based on per capita 
income). 


Senate Study of Social Security: A full and com- 
plete study and investigation of all aspects of social 
security is authorized in Senate Resolution 320. A 
six-member advisory council will be appointed to 
report its findings to the Senate Committee on Fi- 
nance. 


Health Insurance: Extensive hearings were held 
but no Senate-House action taken on the Wagner- 
Murray-Dingell Bill (S.1606) for a national com- 
pulsory health insurance plan. 


USES: Return of the United States Employment 
Services to the states next November is provided in 
H. R. 6739. This shift was urged by the Chamber.” 

(The foregoing is reprinted from American Ec- 
onomic Security, publication of the Chamber of 
Commerce of the United States of America, August 
1946.) 


STATE CONTROL OF DISABILITY BENEFITS 


In the welter of talk and publication regarding 
the proposed national legislation for compulsory health 
insurance, we are inclined to overlook at times the 
current developments in state statutes, enacted or 
proposed, directed toward the same end. Some of 
these provide for monopolistic state disability benefit 
arrangements, and are subject to the same objections 
that apply to monopolies generally—as well as to 
objections on other counts. It is not too early for 
us in South Carolina to begin giving thought to this 
subject from time to time. We can benefit by the 
experience of some of our sister states, and there 
may come a time when knowledge of proposed and 
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existing arrangements there may stand us in good 
stead. The following article, by an insurance com- 
pany official, is reprinted from the National Under- 
writer of October 17, 1946. 


“Reasons why a compulsory disability benefit sys- 
tem, if enacted, should not be of the monopolistic 
type but should allow private insurance and self- 
insurance, were cogently set forth by W. A. Milliman, 
second vice president and associate actuary of Equita- 
ble Society in his talk at the annual meeting of the 
Illinois Chamber of Commerce at Chicago. 


Contrasting the California act with the Monopolistic 
Rhode Island plan, he said that in California it is 
expected that voluntary programs, by maintaining the 
normal employer-employe relationship, will eliminate 
many improper claims and that it is probably also 
true that voluntary plans will generally be adopted 
by the more progressive employers, who wish to 
provide liberal, well-designed benefit programs for 
their employes which include disability benefits as 
only one part of a broader program. 


, Mr. Milliman cited the statement of the policy 
adopted two years ago by the U. S. Chamber of 
Commerce as a sound approach to the problem. It 
is said that employers who have not done so should 
explore the possibility of providing for their em- 
ployes some protection against non-occupational dis- 
abilities and sickness, and that if after a reasonable 
period such efforts still leave substantial gaps in 
coverage, only then should public action be taken. 
If the latter is done, it should be at the state and 
local levels rather than federal, and if passed should 
permit voluntary plans to operate as alternatives to 
government plans. 


As to whether we now have substantial coverage 
Mr. Milliman said we do not know just how much 
coverage is provided through wage continuance plans, 
employe benefit associations, labor union plans and 
other self-administered plans. However, nation-wide 
statistics which are available as to the number of 
workers who are covered by group insurance policies 
providing disability protection and information com- 
piles by the New Jersey State Chamber of Commerce 
with respect to protection for New Jersey employes 
provided by other means, indicate that about 40% 
of employes covered for unemployment compensation 
benefits also have disability protection provided 
through their place of employment. 


The volume of such protection has increased rapid- 
ly over the past several years, the number of em- 
ployes covered for group disability insurance having 
more than doubled in the past seven years. Further 
substantial growth is in prospect, and it is the belief 
of many, he said, that this growth of voluntary plans 
will make governmental action both inadvisable and 
unnecessary. 


One of the primary defects of a monopolistic gov- 
ernmental plan of disability benefits of the Rhode 


December, 1946 


One-injection 
control 
of diabetes 


THE LIFE OF MANY DIABETICS, complicated by 
the need for two, and sometimes three, daily 
injections of insulin, can be simplified by a 
change to“Wellcome’ Globin Insulin with Zinc 
—which, because of its intermediate action, 
may provide adequate control with only one 
injection a day. This welcomed change-over can 
be made in three clear-cut steps: 


1. THE INITIAL CHANGE-OVER DOSAGE: On the first 
day, 30 minutes or more before breakfast, give 
a single dose of “Wellcome’ Globin Insulin with 
Zinc, equal to 2/3 of the total previous daily 
dose of regular insulin. 


2. ADJUSTMENT TO 24 HOUR CONTROL: Graduall 
adjust the Globin Insulin dosage to provide od 
hour control as evidenced by a fasting blood 
sugar level of less than 150 mgm. or sugar-free 
urine in the fasting sample. 


3. ADJUSTMENT OF DIET: Simultaneously adjust 
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carbohydrate distribution of diet to balance 
insulin activity; initially 2/10, 4/10 and 4/10. 
Any midafternoon hypoglycemia may usually 
be offset by giving 10 to 20 grams of carbohy- 
drate between 3 and 4 p.m. Base final carbohy- 
drate adjustment on fractional urinalyses. 


Most mild and many moderately severe cases 
may be controlled by one daily injection of ‘Well- 
come’ Globin Insulin with Zinc, a clear solution 
comparable to regular insulin in its freedom 
from allergenic properties. Vials of 10 cc.; 40 
and 80 units per cc. Developed in The Well- 
York. U.S. Pat. 2,161,198. Literature on request. 
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Island type arises from the fact that it treats dis- 
ability as a special type of unemployment and ignores 
the continuing employment relationship which exists 
in substantially all cases. The fact is that most 
workers who become disabled have jobs and, upon 
recovery, return to those jobs. Unemployment in 
these cases just does not exist. By ignoring the 
continuing employment relationship these plans would 
omit the employer from responsibility for supervision 
and administration of the benefits. The employer, 
however, is the one party who, by the very nature 
of things, is best equipped to guard the plan against 
abuse. 


Under the Rhode Island plan the reverse of the 
usual pattern of incidence of illness prevails, the 
claim rate being highest during the summer months 
and lowest during the winter. In 1945 the payments 
during May, the month of highest payments during 
the year, were 169% of the payments in January. 
The payments in May, June and July accounted for 
payments 57% greater than the payments in the 
months of January, February and March, the months 
during which real sickness rates are highest. This 
correlation between the high point in sick benefit 
payments and the best vacation weather can scarcely 
be pure coincidence, he observed. 


While the financial loss resulting from this type 
of experience must not be ignored, the loss cannot 
be measured in terms of dollars alone. It is measured 
in terms of decreased efficiency, decreased production 
and in lowered standards of living. Perhaps the most 
important and the most insidious effect is that it 
encourages a substantial segment of the population 
to indulge in petty fraud. The only way to control 
such petty frauds and abuses is to place responsibility 
for the administration of claims with some one who 
can and will protect the plan of disability benefits 
from illegitimate claims. The employer is ideally 
situated to exercise this responsibility. 
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Not only does a monopolistic state plan tend to 
produce financial and social losses, it also tends to 
deprive employes of more liberal plans of benefits 
which employers may have in effect, Mr. Milliman 
said. Many employers have disability benefit plans 
in effect which are more liberal in at least some 
respect than the typical compulsory plans which have 
been proposed. These greater benefits may be in 
the form of higher weekly rates of benefit (even to 
the extent of continuation of full salary), or provision 
for commencement of benefits after a shorter waiting 
period of disability, or provision for continuing ben- 
efits in effect for a longer period during disability. 


PRIVATE HEALTH INSURANCE 
(The Eastern Underwriter, Sept. 20, 1946) 


Voluntary insurance protection against illness and 
accident through Group insurance in private com- 
panies is carried by many millions of Americans, 
which seems to indicate little demand for state op- 
erated’ schemes being agitated. A survey by Life 
Insurance Association of America shows that 5,921,360 
persons were carrying Group accident and _ health 
insurance at the end of last year involving premiums 
paid of $115,989,000. Group Hospital expense in- 
surance was held by 4,371,350 employees and on 
3,432,320 members of their families and Group sur- 
gical expense coverage was provided 3,948,565 em- 
ployees and 1,587,669 members of their families. In 
addition several hundred thousand employees and 
dependents had Group medical expense insurance 
providing general coverage against doctors’ charges. 


Premiums for these three classes of health insurance 
amounted during the year to $90,195,000. Hospital, 
surgical and medical care insurance under such plans 
as the Blue Cross and individual policies were not 
included in the survey. Neither did the survey in- 
clude Canadian business of the companies. 


PUBLIC HEALTH NEWS 


RAPID TREATMENT CENTER 


The Rapid Treatment Center, which opened near 
Florence, November 1, is still operating with a very 
limited capacity owing to a lack of personnel. Dr. 
C. L. Guyton, Director of the Division of Venereal 
Disease Control, has announced that all County 
Health Departments will be notified when it will be 
possible to increase their patient quotas. 


10,145 X-RAYS MADE IN SUMTER COUNTY 


The Sumter City-County Health Department and 
the Sumter County Tuberculosis Association have 


announced that a total of 10,145 chest X-rays were 
taken during the five weeks mass survey held in 
the County from October 1 to November 8. 


Among the thousands X-rayed with the State Board 
of Health’s portable X-ray unit were industrial 
workers, all white students in the County over 15 
years of age, all negro students over 12, teachers, 
housewives, business men, and others. 


Readings were done by Dr. M. C. Parrish, roentn- 
genologist of Tuomey Hospital, and the work had 
the hearty endorsement of the Sumter County Medical 
Society. 
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Cooperating in giving publicity to the survey were 
the service organizations, radio and newspapers, Sum- 
ter Merchants Association, local theaters, and indus- 
trial insurance agents. 


PRINCIPAL PROVISIONS OF FEDERAL 
HOSPITAL AID LAW 


The purpose of this law is to assist states to in- 
ventory their existing hospitals and related facilities, 
to survey the need for additional facilities, to develop 
programs for the construction of public or other non- 
profit hospitals, health centers and similar facilities, 
and to assist in the construction of such institutions in 
accordance with these programs, as approved by the 
Surgeon General. 


An appropriation of $3,000,000 is authorized for the 
state surveys and plans. To date $2,350,000 has 
been appropriated by Congress for assistance to states 
in surveying and planning and for administrative 
expenses of the U. S. Public Health Service in con- 
nection with the program. 


A state plan must be developed on the basis of 
the survey showing the need for additional facilities 
in accordance with regulations to be issued by the 
Surgeon General. The priority of need must be 
listed. 


The plan shall provide that there be no discrim- 
ination as to race, creed, or color, but separate in- 
structions may be provided for certain population 
groups. 


The state plan must be approved by the Surgeon 
General before any construction funds can be made 
available to the state. 


After a state agency and an advisory council have 
been designated by the state to conduct the survey 
and to make plans, the state may apply for financial 
assistance in making the survey and plans. Within 
allotment ceilings, the federal share will be one-third 
of these costs. 


The act authorizes an appropriation of $75,000,000 
each year for five years to the states for construction 


purposes. 


Allotments to individual states will vary in amount. 
Population will be one factor, and in addition, the 
average per capita income will be used in the allot- 
ment formula in such a way that states with a lower 
per capita income, where there is relatively greater 
need for medical facilities, will receive proportionately 
larger allotments per capita. South Carolina, for 
example, will receive $2,017,898, while New York 
will receive only $3,217,492. 


Minimum standards for operation must be fixed by 
the state before July 1, 1948. 


Before any application for a construction project 
can be considered three requisites must be met: 
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1. The state plan must have been approved. 


2. The project must be in conformity with the 
state plan and relatively high in its list of priority 
needs. 


3. Certain assurances must be made including: 
(1) Two-thirds of the cost of construction must be 
available in non federal funds. (2) Assurance that 
the institution can be maintained and operated with- 
out additional assistance after it is constructed. 


The construction funds are to be distributed among 
base, intermediate and rural areas in accordance with 


priority of needs. 


Priority in construction will be given to areas 
having the greatest need for additional facilities. 

Federal participation ends after each facility is 
built. It then becomes a state and local responsibility. 


REPRINTS ON “OUR BABY” OFF THE 
PRESS AVAILABLE NOW FOR 
FREE DISTRIBUTION 


Reprints of “Our Baby,” the popular booklet co- 
authored by Miss Laura Blackburn and Miss Julia 
Brunson, are off the press and copies for distribution 
may be obtained by writing the Division of Maternal 
and Child Health, State Board of Health, Columbia, 


Attractively bound and adequately illustrated with 
interesting photographs by E. S. Powell, “Our Baby” 
has been highly prized by every family fortunate 
enough to get a copy. Sound, clear advice about 
feeding, bathing, nursing, weaning and many other 
things one should know about the care of a baby 
make it an invaluable source of information for 
every mother. 


Written under the direction of Dr. Hilla Sheriff, 
Director of the Division of Maternal and Child Health, 
and approved by the Division’s pediatric consultant, 
“Our Baby” is something of which the State Board 
of Health will always be proud. 


STREPTOMYCIN DISTRIBUTION 


The Civilian Production Administration has an- 
nounced that during the month of November all 
hospitals may order streptomycin from suppliers of 
their choice without restriction. The current supply- 
demand situation makes it advisable partially to relax 
control of distribution for this month. It is pointed 
out, however, that it may be necessary to impose 
restrictions again as to quantities, consignees and 
sources of supply, and that no physician or hospital 
should assume that the quantity obtainable in No- 
vember will be available in subsequent months, 
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WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. S. Harry Ross, Anderson, S. C. 


Publicity Secretary: Mrs. J. R. Young, Anderson, S. C. 


The Executive Board of the Woman’s Auxiliary to 
the South Carolina Medical Association met on Octo- 
ber 9, 1946 at the home of Mrs. S. Harry Ross, 719 
Boulevard, Anderson for its regular Fall meeting. 
Mrs. Ross presided at the meeting. Mrs. H 
Timmons d Columbia opened the meeting with 
prayer. Mrs. Ross welcomed the members and 
guests. The businesssessions followed. The minutes 
of the Post-Convention Executive Board Meeting were 
read and recorded by the Secretary, Mrs. P. M 
Temples of Spartanburg. The President’s report and 
plans for the year were given. 


A nominating committee was elected as follows: 
Mrs. Vance W. Brabham, Orangeburg, Chairman; 
Mrs. W. H. Folk, Spartanburg and Mrs. T. A. Pitts, 
Columbia. 


Mrs. Ross then introduced the guest speaker, Dr. 
James McLeod, President of the South Carolina Med- 
ical Association. Dr. McLeod spoke against govern- 
ment control of medical care, which would regiment 
the public and not the doctors, being just the reverse 
of what the public thinks it is. He spoke at length 
on the part the Woman’s Auxiliary can play in this 
program and concluded with the statement that South 
Carolina is at the bottom of the list in health and 
will continue to be until an increased health program 
is inaugurated that will remedy the situation. 

Dr. Ned Camp, Anderson, a member of the Ad- 
visory Council, was introduced by Mrs. Ross. Dr. 
Camp made several suggestions for the work of the 
Auxiliary and urged the cooperation of the members 
in organizing new Auxiliaries. “There are many new 
doctors, and many new doctors’ wives,” he said, 
“and it is up to you to bring these women into the 
Auxiliary.” At the conclusion of the program, Mrs. 
Ross invited thé guests into the dining room for a 
buffet luncheon. 

On the table was a linen cut-work cloth, yellow 
dahlias’ and yellow lighted tapers in silver candle- 
sticks. A turkey luncheon was served followed b 
block cream and angel squares which were _ teen | 
in yellow. 

Yellow tomato juice was served in the living room 
before the guests were invited in the dining room. 

Mrs. James McLeod of Florence was present for 
the occasion. 

The ladies were given nylon hose, compliments of 
Gallant-Belk Company, Anderson, S. C., and the 
men were givenn cigarette lighters, compliments of 
Cochran Jewelry Company, Anderson. 


MID-YEAR REPORT AND PLANS OF 
THE PRESIDENT 


Your President has given her best thoughts in plans 
for the Woman’s Auxiliary to the South Carolina 
Medical Association. It is a great privilege following 
such splendid leaders as the Medical Auxiliary has 
had. Your President believes that the South Caro- 
lina Presidents would stand among the very best 
in our Country. Congratulations to them! 


It was a great pleasure for your President to find 
out how South Carolina stood as compared with 
other states. It has been helpful indeed to have 
written to many states from every corner of the 


United States to find this out. There is such a field 
for organization in South Carolina. We, together, 
could do much toward having S. C. organized one 
hundred _ percent. 


Your President offers for your consideration the 
following plan: 


Our aim this year is “SERVICE TO OTHERS.” 
All of us are interested in all people of course, but 
don’t we owe an especial debt to the youth of our 
country? Let’s think about Health Education for 
our children this year. All of us know how impor- 
tant it is that children should have hot lunches 
during school hours. Statistics show that the chil- 
dren’s behavior and their marks are much better 
where lunches are served and certainly their health 
in general is much better. We have a definite obliga- 
tion to.these children. We are impressed with the 
fact that we need very much a strong Health Com- 
mittee since the glaring statistics during the war 
showed us that half of our boys were physically 
unfit for service. This is a great challenge to us. 
The responsibility rests very heavily upon the doctors’ 
wives because they are in a position to know better 
the conditions than any other group of women. Ist, 
I would say that we should take some specific project 
regarding Health Education. Of course, Health Edu- 
cation can mean anything, but with a Health Chair- 
man to work out a definite program much could be 
accomplished. We are all interested in health from 
every standpoint but the youth of our country should 
come in for a greater part of our time. There are 
many things the Auxiliary could do in a concerted 
effort for the youth of our state. Ist, of course, we 
would have to have a State Health Chairman to work 
out a plan. 


2nd. Our Student Loan Fund Treasurer reported 
that we have in the Treasury $3300.00. We would 
like to think seriously about putting this money to 
work. We know the constitution says that it must 
be a doctor’s son or daughter but would you like 
to think about letting it be other than a doctor’s son 
or daughter because in these very prosperous years, 
it may be hard to find a doctors son or daughter 
who needs to use this money—then shall we let it 
be idle or just what do you think we should do? 
Science Service tells us that it will be 12 years 
before we have enough doctors to render medical 
aid to our people. It has been three years since we 
have given anyone an opportunity to use this money. 
If this continues will we not have lost the incentive 
for giving to this most wonderful cause? This is 
suggested for your most serious consideration. 


3rd. We hope to have an Auxiliary in each of 
the 46 Counties before too long and I believe if 
we could get one doctor's wife in each county to 
feel the responsibility of calling a meeting it could be 
done. There is a representation here of the entire 
state. Won't you send the Ist Vice President, Mrs. 
J. W. Potts, the names of your friends in the different 
counties whom you think might be interested in 
helping to organize. 


4th. Your President suggests that in the begin- 
ning of the year that the Program Committee meet 
with the President to outline a suggested program 
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1S ADVICE HARD FOR 
PATIENTS TO SWALLOW! 


May we suggest, instead, 
SMOKE “PHILIP Morris”? 
Tests’ showed 3 out of every 
4 cases of smokers’ cough 
cleared on changing to 
PHILIP Morris. Why not 
observe the results for 
yourself? 


* Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154 


TO THE PHYSICIAN WHO SMOKES A PIPE: We suggest an unusually fine new blend—COUNTRY 
Doctor PipE MIxTuRE. Made by the same process as used in the manufacture of Philip Morris Cigarettes. 
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for each month in the year, to be changed according MRS. MEAD 1st PRESIDENT OF PEE DEE 


to the need of the county. AUXILIARY 
5th. The National Chairman has outlined the Mrs. W. R. Mead of Florence was elected presi- 
following objectives for 1946-47: dent of the Women’s Auxiliary to the Pee Dee 
1. To hold an annual school of instruction for Medical association at its organizational meeting. 
training of officers and chairmen in their duties. The meeting which had a large attendance includin 


women from each county in the Pee Dee, was hel 


2. To form study groups in regard to medical at the Country club 


legislation. Dr. James C. McLeod, president of the South 
3. That we encourage participation in the Medical Carolina medical asociation, presided. Counties rep- 

and Surgical Relief Program. resented were Darlington, Horry, Dillon, Marion, 
The Advisory Council of the American Medical Chesterfield, Marlboro and Florence. 

Association has requested that the Auxiliaries place Other officers elected were Mrs. Julian P. Price of 


special emphasis upon the National Health Program. Florence, vice president and Mrs. J. D. Smyser of 

Last year the following objectives were stressed and Florence, secretary and treasurer. 
we must give added publicity to these objectives: In addition and _secertar 
1. Animal Experimentation treasurer were chosen for each county, as follow: 
P Chesterfield, Mrs. W. R. Wiley, vice president and 


2. Juvenile Delinquency Mrs. William Perry, secretary and treasurer; Horry, 


3. An important place to Cancer Control. Mrs. Hal Holmes, vice president and Mrs. Henderson 
4. Hygeia, our only authentic Health Magazine, Rourk, secretary and treasurer; Marlboro, Mrs. Paul 
and the Bulletin. Barnes, vice-president and Mrs. Prentiss Kinney, sec- 


retary and treasurer; Marion, Mrs. Elliot Finger, vice- 
president and Mrs. Sam Cantey, secretary and trea- 
i, B. Michaux, president and 
rs. William Bethea, secretary and treasurer; Dar- 
a mi “ — should have a spot, lington, Mrs. J. M. Wilcox, vice-president and Mrs. 
R. B.. Hannahan, secretary and treasurer. 

South Carolina is our beloved spot. Let us as It was decided that another area meeting will be 
doctors’ wives be sure that we leave foot prints in’ held in January at which time Mrs. H. Harry Ross 
the sands of time, worthy of this God-given profession. of Anderson, state president, will be present. 


I believe it was Tennyson who said: 
gave all men all earth to love, 
But since our hearts are small, 


of general surgery. 


Dr. C. E Yeargin i associated with Dr. 
iatrics. 


Dr. J. Warren White of Greenville recently at- 
Dr. George H. Bunch, Jr., is now associated with tended a meeting of the executive board of the Amer- 

his father, Dr. George H. Bunch, of Columbia, in 1¢an Academy of Orthopedic Surgeons in Chicago. 

the practice of general surgery. 


Dr. George Laub of Columbia has recently passed 
Dr. Eleanor Townsend of Charleston, is now on the Board of Otolaryngology. 
the staff of the Kentucky Baptist Hospital at Louis- : . 
ville. Dr. Townsend served during the war with Announcement is made of the opening of the Bob 
the medical corps of the United States Navy, with Seibels, Jr., M.D., Memorial Laboratory, 1336 Pickens 
the rank of Lieutenant Commander. Before she en- Street, Columbia. Special facilities for the study of 
tered the navy she was assistant professor of pathology the RH factor and the diagnosis of uterine cancer 
and bacteriology at Emory University. ! stained spreads of vaginal cytology will be avail- 
able. In charge of the laboratory will be Dr. R. E. 
Dr. R. G. Latimer has opened offices in Cayce Seibels with Miss Jeanie McGowan Holmes as medical 
where he will engage in the practice of general technologist. 


BIRTH ANNOUNCEMENT 
Dr. Furman T. Wallace, of Spartanburg, announces Dr. and Mrs. J. J. Alion of Columbia announce 
the association of Dr. E. M. Colvin in the practice the birth of a daughter, Susan Gail, on October 29th. . 


GASTON’S HOSPITAL 


Travelers Rest, S. C. 
50 BED HOSPITAL 


A private hospital for the care of Convalescents and Semi-Invalid Patients. 
Completely equipped. Homelike atmosphere. 


Owner and Medical Director 


8. R. GASTON, M. D. 
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November-December Pre-inventory Specials 


Welch Allyn Otoscope and Ophthalmoscope 

All-leather Boston Bags 16” 

Yale Lok Luer Syringes B-D 

Double Edge Razor Blades 

White Enamel Stools 

Sanette Waste Receptacles 

Instrument Tables WE 16 x 20 

Goose Neck Floor Lamps 

Burton Fresnel Floorstand Lights 

Gauze - Bandages - Adhesive 

Gloves - Penicillin, Bristol & Schenley 

Simmons Co. Hospital Beds, Mattresses, Over 
Bed Tables and White Enamel Chairs 

A large stock of Fine Surgical Instruments 

DeVine Plastic Products 

Cutter Saftiflask Solutions 


POWERS & ANDERSON OF SOUTH CAROLINA 
1512 Marion Street, Columbia 49, S. C. 
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DEATHS 


Samuel Clifford Henslee 


Dr. Samuel Clifford Henslee, 76, died at his home 
in Dillon on October 29. A native of Ohio, Dr. 
Henslee received his medical education at the Hos- 
pital College of Medicine in Louisville, Kentucky 
(Class of 1898). In 1899 he located in Dillon where 
he established a large general practice. Dr. Henslee 
was active in civic, A rea and professional work 
and was for many years the efficient and loyal Secre- 
tary of the Pee Dee Medical Association. Upon his 
retirement as secrétary he was made president of 
that body. 

Dr. Henslee is survived by one daughter, Miss 
Rebecca Field Henslee of Dillon. 


Edward C. L. Adams 


Dr. Edward C. L. Adams, 70, an Honorary Mem- 
ber of the Association, died at his home in Columbia 
on November 1. A native of Richland County, Dr. 
Adams received his medical training at the College 


of Physicians and Surgeons in Baltimore (Class of , 


1903). Following post-graduate work in Philadelphia 
and Dlublin, Dr. Adams established himself in gen- 
eral practice in Columbia. He was a veteran of 
World War I, having served with the medical corps 
of the 81st Division in France. 

Several years ago, he retired from active practice 
and devoted himself to farming and to writing, pub- 
lishing several volumes dealing with the negroes of 
Richland county. 

Dr. Adams is survived by his wife, Mrs. Amanda 
Smith Adams, and two sons. 


THIRD DISTRICT MEDICAL SOCIETY 


The annual meeting of the Third District Medical 
Society was held in Greenwood on November 13, 
with thirty-one members and seventeen guests present. 
The scientific papers of the evening were presented 
by Dr. J. F. Rainey of Anderson and Dr. Arthur M. 
Shipley, Professor of Surgery at the University of 
Maryland. Dr. Rainey spoke upon the subject of 
rheumatic fever while Dr. Shipley discussed the 
acute surgical abdomen, drawing upon his great ex- 
perience for illustrative cases. Dr. J. P. Price, Secre- 
tary of the S. C. Medical Association, also spoke 
briefly urging that the Society consider the possibility 
of holding monthly scientific meetings for the benefit 
of the smaller counties. 

At the business session the following officers, all of 
Newberry, were elected for the coming year: Presi- 
dent, Dr. R. E. Livingston; Vice President, Dr. V. W. 
Rinehart; Secretary, Dr. A. W. Welling. 

The site selected for the 1947 annual meeting was 
Newberry. 
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The Third District is composed of the counties of 
Abbeville, McCormick, Newberry, Laurens, and 
Greenwood. 


Douglas Jennings 


Dr. Douglas Jennings, 52, died at Roper Hospital, 
Charleston, on December 1. 

A native of Bennettsville, Dr. Jennings attended 
the College of Charleston and was graduated from the 
Medical College of the State of South Carolina (Class 
of 1919). 


Dr. Jennings was a fellow of the American College 
of Surgeons, a past president of the Tri-State Medical 
Association, a past president of the South Carolina 
Medical Association and was a trustee of the Medical 
College of the State of South Carolina at the time 
of his death. 


Surviving are his widow, Mrs. Mary Grace Edens 
Jennings, and three sons. 


FEATURES... 


All-steel cabinet for 
shield against high- 
frequency radiation. 
Equipped with induc- 
tance disc. Permits use 
of all types of elec- 
trodes, affording all 
types of applications. 
Power more than ample 
and under fine control. 
Electro-surgical cu r- 
rents for coagulation 
cutting. 


and tissue 
Backed by the strong FISCHER guarantee. 


RECOMMENDED... 


for performance as fine and dependable as 
modern engineering skill can produce. 


“Really a very fine unit” ... “Everything I want 
in short wave” ... “Have had a number of short 
wave outfits but never anything like this’—that’s the 
universal comment from doctors using our great new 
FISCHER Model “FCW” Short Wave Apparatus. 
This unit is built to operate within the wave bands 
allocated by the Federal Communications Commission. 
It is recommended to physicians, hospitals, clinics, as 
unexcelled in porformance and durability. 


Write for our large, 2-color folder 
illustrating and describing this out- 
standing unit. No obligation. Simply 
say, Send full information on your 
new FISCHER Short Wave Appara- 
tus. 


L. A. RAGGIO, Representing 
H. G. FISCHER & CO. 


P. O. Box 583 
Rock Hill, South Carolina 
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AUTHOR INDEX 


In this Index are the names of the authors of 
original articles which have appeared in the Journal. 
Subject Index follows. 


B 


Boone, John A., The medical treatment of gall bladder 
disease, 272 (Oct. ) 

Buist, A. J.: See Maguire, D. L. 

Burford, Thomas H.: See Parker, Edward F. 


C 


Close, Upton, A commentator’s view of the medical 
dilemma, 302 ( Nov.) 


D 


Davis, Junius W. Jr., Congenital malformations fol- 
lowing rubella in the mother, 190 (July) 


G 


Goin, Lowell S., The public health, the politician, 
and the doctor, 274 (Oct.) 


H 


Hanna, Charles B., The use of curare (introcostrin ) 
in reducing convulsive effects of tetanus, 5 (Jan.) 

Hendrix, Wm. T., Obesity in general practice, 332 
(Dec. ) 

Hirschman, Louis J., A proctologist’s message to the 
general practitioner, 183 (July) 

Hirschman, Louis J., Some common proctologic con- 
ditions of childhood, 267 ( Oct.) 

Hoshall, F. A., Disabilities of the foot, 117 (May) 


J 


Johnson, George D.: See Way, Roger A. 
Johnson, George D., The use of histamine compound 
in the treatment of infantile eczema, 29 ( Feb.) 


K 
Kelly, Wm. H., Anti-histamine agents, 209 ( Aug.) 
L 


Lynch, Kenneth M., Chronic disease of the breast, 
111 (May) 

Lynch, Kenneth M., Remarks and announcements, 
805 ( Nov.) 


M 


Maguire, D. L., Primary cysts of the omentum, 2 
(Jan.) 

Mathias, Marion L., Helpful considerations in diag- 
nosis of surgical cases of jaundice, 115 (May) 


Parker, Edward F., and Burford, Thomas H., The 
treatment of hemothorax and its complications in 
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thoracic injuries, 325 ( Dec.) 
Pollitzer, R. M., Post hoc sed non propter hoc, 330 
(Dec. ) 
Price, Julian P., The nutritional status of the people 
of South Carolina, 186 (July) 


R 


Rivers, Arthur L., Practical suggestions for the care 
of obstetrical patients, 298 ( Nov.) 


Smithy, H. G., Sympathetic nerve interruption in the 


treatment of organic obstructive vascular disease, 
241 (Sept.) 


Thompson, George E., Intestinal obstruction, 295 
( Nov.) 


Ww 


Wallace, Furman T.: See Way, Roger A. 

Wallace, Furman T., Some technical considerations in 
thyroidectomy, 248 (Sept. ) 

Waring, J. I., Hot weather pediatrics, 211 ( Aug.) 

Way, Roger A., Johnson, George D., and Wallace, 
Furman T., Pyelocystostomy in an infant, 246 
(Sept. ) 


Z 


Zeigler, Rowland F., Jr., Amenorrhea, its causes and 
treatment, 213 ( Aug.) 


SUBJECT INDEX 


This is an Index to all reading matter in the 
Journal. It is a Subject Index and one should, 
therefore, look for the SUBJECT word, with the 
following exceptions: “Book Notices,” “Corre- 
spondence,” “Deaths,” “Editorials,” “Letters from 
Physicians in Service,” “Medical College of the 
State of South Carolina,” state “Societies” are 
indexed under these titles at the end of the 
letters “BR” “M,” and re- 
spectively. The name of the author, in parenthe- 
sis, follows the subject entry when it is an original 
article. 


For Author Index see above. 


A 


“A History of the Case” in Franklin D. Roose- 
velt’s own words, 1 (Jan.) 

A proctologist’s message, to the general practi- 
tioner, (Louis J. Hirschman), 183 (July) 

Amenorrhea, its causes and treatment, (Rowland 
F. Zeigler, Jr.), 213 (Aug.) 

Anti-histamine agents, (Wm. H. Kelly, 209 
(Aug.) 


ad 
351 
| 
| 
= 
| 
off 
& 


352 


B 


Breast, chronic disease of, (Kenneth M. Lynch), 
111 (May) 


BOOK NOTICES 


Allen, Edgar V.; Barker, Nelson W.; and Hines, 
Edgar A.; Peripheral vascular diseases, 292 
(Oct.) 

Anderson, W. A. D., Synopsis of pathology, 266 
(Sept.) 

Barker, Nelson W.: See Allen, Edgar V. 

Bockus, H. L., Gastroenterology (in three vol- 
umes), 146 (May) 

Brodel, Max, Three unpublished drawings of the 
anatomy of the human ear, 266 (Sept.) 

Conwell, H. Earle: See Key, John Albert 

Fishbein, Morris, Common ailments of man, 238 
(Aug.) 

Hines, Edgar A.: See Allen, Edgar V. 

Jackson, C. and Jackson, C. L., Diseases of the 
nose, throat, and ear, 238 (Aug.) 

Jackson, C. L.: See Jackson, C. 

Key, John Albert and Conwell, H. Earle, The 
management of fractures, dislocations, and 
sprains, 266 (Sept.) 

Major, R. H., Physical diagnosis, 238 (Aug.) 

Manwell, Reginald D.: See Russell, Paul F. 

Mason, R. L. and Zintel, H. A., Preoperative and 
postoperative treatment, 206 (July) 

Masserman, J. H., Principles of dynamic psy- 
chiatry, 206 (July) 

Mustard, Harry S., Government in public health, 
144 (May) 

Nelson, Waldo E., Textbook of pediatrics, 238 
(Aug.) 

Russell, Paul F.; West, Luther S.; Manwell, Reg- 
inald D., Practical malariology, 324 (Nov.) 

Rypins, H., Rypins’ medical licensure examina- 
tions, 206 (July) 

West, Luther S.: 

Zintel, H. A.: 


See Russell, Paul F. 
See Mason, R. L. 


Cc 


Congenital malformations, following rubella in the 
mother, (Junius W. Davis, Jr.), 190 (July) 

Curare, (Introcostrin), the use of in reducing 
convulsive effects of tetanus, (Charles B. 
Hanna), 5 (Jan.) 


CORRESPONDENCE 


Nachman, Mordecai, 94 (April) 
Stokes, J. H., 110 (April) 
Wilson, Robert, Jr., 144 (May) 
Wyman, Ben F., 79 (March) 
Wyman Ben F., 237 (Aug.) 


DEATHS 


Adams, Edward C. L., 1876-1940, 349 (Dec.) 
Ariail, Cauthen Clyde, 1890-1946, 178 (June) 
Bolin, Grover Cleveland, ?-1946, 146 (May) 
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Brooker, Lucius Cuthbert, ?-1946, 146 (May) 
Donnald, Edgar Rasor, 1877-1946, 146 (May) 
Fennell, John L., 1878-1946, 110 (April) 
Griffin, Harry Hammond, 1876-1946, 324 (Nov.) 
Harris, Caleb Wooster, 1871-1946, 324 (Nov.) 
Henslee, Samuel Clifford, 1870-1946, 349 (Dec.) 
Jennings, Douglas, 1894-1946, 350 ( Dec.) 
Keisler, David S., 1878-1946, 146 (May) 
Lucas, Simons Ravenel, 1885-1946, 324 (Nov.) 
Lynch, William S., ?-1945, 20 (Jan.) 
Montgomery, Benton McQueen, 1888-1946, 146 
(May) 
Routh, F. M., 1885-1946, 292 (Oct.) 
Rutledge, James Andrew, 1862-1946, 178 (June) 
Scarborough, Henry L., ?-1945, 20 (Jan.) 
Seibels, Robert Emmet, Jr., 1918-1946, 207 (July) 
Speissegger, Charles A., 1881-1946, 207 (July) 
Stith, Robert Boyd, 1886-1946, 82 (March) 
Stroud, Edward Clayton, 1875-1946, 324 (Nov.) 
Ward, James Luther, 1879-1946, 178 (June) 
Wilson, Robert, 1867-1946, 175 (June) 
Workman, Henry Herbert, ?-1946, 324 (Nov.) 
Zimmerman, W. S., 1884-1946, 292 (Oct.) 


E 


Exchange department 
Emergencies of the neonatal period, 61 (March) 
Penicillin in obstetrics, 65 (March) 
Observations on the etiology, pathology, and 
symptomatology of poliomyelitis with special 
consideration of dehydration treatment of 
poliomyelitis, 88 (April) 


EDITORIALS 


A century old, 67 (March) 

A decision must be made, 38 (Feb.) 

A word of thanks, 195 (July) 

Anderson County memorial hospital, 250 (Sept.) 

Annual meeting, 336 (Dec.) 

Annual meeting of S. C. medical association, 67 
(March) 

Blue Cross in action, 38 (Feb.) 

Catching up, 222 (Aug.) 

Compulsory blood tests, 177 (June) 

Congratulations, 279 (Oct.) 

Dr. Robert Wilson, 175 (June) 

Exchange department, 67 (March) 

Greenville hospitality, 94 (April) 

Heart disease and tuberculosis, 307 (Nov.) 

Hiroshima and Bethlehem, 335 (Dec.) 

Hospitals, 336 (Dec.) 

House of delegates meeting American medical 
association, 251 (Sept.) 

In Chicago, 9 (Jan.) 

In St. Louis, 38 (Feb.) 

James Adams Hayne, 39 (Feb.) 

Maternal and child welfare bill under considera- 
tion, 201 (July) 

Medical care for veterans, 194 (July) 

Members of Congress, 67 (March) 

Memorial resolutions on Robert Wilson, M. D., 
195 (July) 
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Myrtle Beach, 96 (April) 

New blood, 336 (Dec.) 

Our guest speakers, 96 (April 

Our leaders, 96 (April) 

Our membership, 280 (Oct.) 

Our new president, 123 (May) 

Our new vice-president, 176 (June) 

Our 1947 meeting, 279 (Oct.) 

Our president-elect, 123 (May) 

Pediatric seminar, 124 (May) 

Postgraduate seminar, 177 ( June) 

Postgraduate seminar, 194 (July) 

Post-War questionnaire, 336 (Dec.) 

Procurement and assignment, 124 (May) 

Progress of the S. C. child health study, 222 
(Aug.) 

Recognition, 280 (Oct.) 

Southern medical, 177 (June) 

State meeting program, 38 (Feb.) 

Study of child health services, 124 (May) 

The annual directory, 222 (Aug.) 

The annual meeting, 94 (April) 

The annual postgraduate seminar. of the alumni 
association will be held in Charleston, Nov. 5, 
6, and 7, 1946, 125 (May) 

The directory, 280 (Oct.) 

The hospital survey, 279 (Oct.) 

The Rh factor, 250 (Sept.) 

The San Francisco convention, 223 (Aug.) 

What have we done? 307 (Nov.) 

What shall we do? 39 (Feb.) 


F 
Foot, disabilities of, (F. A. Hoshall), 117 (May) 
G 


Gall bladder disease, the medical treatment of, 
(John A. Boone), 272 (Oct.) 


H 


Hemothorax, the treatment of and its complica- 
tions in thoracic injuries, (Edward F. Parker 
and Thomas H. Burford), 325 (Dec.) 

Histamine compound, the use of in the treatment 
of infantile eczema, (George D. Johnson), 29 
(Feb.) 


I 


Intestinal obstruction, (George E. Thompson), 295 
( Nov.) 

Jaundice, helpful considerations in diagnosis of 
surgical cases of, (Marion L. Mathias), 115 
(May) 


M 


Medical College of the State of S. C., program 
of fifth annual postgraduate seminar alumni 
association, 308, 309 (Nov.) 

Medical dilemma, a commentator’s view of, (Up- 
ton Close), 302 (Nov.) 
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Medical education in South Carolina, 53 (March) 
N 


National health program message from the presi- 
dent of the United States, 31 (Feb.) 

Nutritional status, of the people of South Caro- 
lina, (Julian P. Price), 186 (July) 

News items, 26 (Jan.); 48 (Feb.); 78 (March); 
106 (April); 134 (May); 178 (June); 202 
(July); 232 (Aug.); 264 (Sept.); 291 (Oct.); 
318 (Nov.); 348 (Dec.) 


Obesity, in general practice, (Wm. T. Hendrix), 
832 (Dec.) 

Obstetrical patients, practical suggestions for the 
eare of, (Arthur L. Rivers), 298 (Nov.) 

Omentum, primary cysts of the, (D. L. Maguire 
and A. J. Buist), 2 (Jan.) 

Organic obstructive vascular disease, sympathetic 
nerve interruption in the treatment of, (H. G. 
Smithy), 241 (Sept.) 

Our advertisers, 311 (Nov.) 


P 


Pediatrics, hot weather, (J. I. Waring), 211 
(Aug.) 

Piedmont postgraduate assembly, program of 
eleventh annual clinical assembly, 240 (Aug.) 
Post hoc sed non propter hoc, (R. M. Pollitzer), 

330 (Dec.) 

Proctologic conditions, some common of childhood, 
(Louis J. Hirschman), 267 (Oct.) 

Public health news, 22 (Jan.); 50 (Feb.; 80 
(March); 1388 (May); 204 (July); 234 (Aug.); 
288 (Oct.); 320 (Nov.); 344 (Dec.) 

Public health, the politician, and the doctor, 
(Lowell S. Goin), 274 (Oct.) 

Pyelocystostomy, in an infant, (Roger A. Way, 
George D. Johnson, Furman T. Wallace), 246 
(Sept.) 


R 


Remarks and announcements, (Kenneth M. 
Lynch), 305 (Nov.) 
Rheumatic fever program in S. C., submitted by 


staff of the rheumatic fever program, 150 
(June) 


s 


South Carolina medical association, address of 

president-elect, (James McLeod), 147 (June) 

annual meeting of, 67 (March) 

annual meeting of house of delegates, 157 
(June) 

annual meeting, program, 85 (April) 

balance sheet, 69 (March) 

meeting of council, 310 (Nov.) 

officers, 1945-1946, 52 (Feb.); 84 (March); 92 
(April) 
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officers, 1946-1947, 208 (July); 323 (Nov.) 
president’s address (W. Thomas Brockman), 
120 (May) 
report of the memorial committee annual ses- 
sion, 221 (Aug.) 
special meeting of the house of delegates, 34 
(Feb.) 
statement of cash receipts and disbursements, 
68 (March) 
ten point program, statement of receipts and 
disbursements, 69 (March) 
the 1947 meeting of, 279 (Oct.) 
South Caroliniana, 142 (May) 
Southern pediatric seminar, 107 (April); 135 
(May) 
Statement issued by S. C. state board of health, 
91 (April) 


SOCIETIES 


Abbeville county, meeting, 110 (April) 

Chester county, meeting, 108 (April) 

Chester county medical society, meeting, 134 
(May) 

Chester county medical society, meeting, 178 
(June) 

South Carolina public health association, annual 
meeting, 122 (May) 


T 


Thyroidectomy, some technical considerations in, 
(Furman T. Wallace), 248 (Sept.) 
Ten point program 

a health service system for the future, 338 
(Dec.) 

a year for action, 40 (Feb.) 

a doctor reviews the Wagner bill, 70 (March) 

accentuate the positive, 42 (Feb.) 

an experiment fails, 318 (Nov.) 

another view on public relations, 44 (Feb.) 

Christmas, 1946, 337 (Dec.) 

committee on medical college completes work, 
14 (Jan.) 

committee works on relocation problem, 46 
(Feb.) 

conference on prepaid medical insurance, 11 
(Jan.) 

council states position on pending bill, 96 
(April) 

democracy and medicine, 230 (Aug.) 

doctors and politics, 337 (Dec.) 

Dr. Price to address presidents’ conference in 
San Francisco, 201 (July) 

editorial opinion re president’s health insurance 

proposal, 76 (March) 

educational program conducted on national 

health bill, 100 (April) 

general assembly receives expansion program, 
70 (March) 


governor signs blue cross act, 39 (Feb.) 

hearings set on Wagner-Murray-Dingell bill, 
70 (March) 

highlights of the national health bill of 1945, 
97 (April) 

how South Carolina ranks, 314 (Nov.) 

labor’s new approach, 280 (Oct.) 

malignancy—should the patient be told? 232 
(Aug.) 

medical prepayment plan next, 224 (Aug.) 

national health congress proposed, 16 (Jan.) 

new provisions for maternal and child health 
services, 229 (Aug.) 

not time for the jitters, 44 (Feb.) 

on solving the problem of health, 312 (Nov.) 

pending bills, 40 (Feb.) 

plans underway for veteran’s care, 97 (April) 

politics and medicine, 254 (Sept.) 

prepaid medical insurance on a national vol- 
untary basis, 18 (Jan.) 

private health insurance, 344 (Dec.) 

proposed plan for a national association of 
medical service plans, 18 (Jan.) 

public health, politics and medicine, 281 (Oct.) 

recommendations as to prepayment medical 
care plan, 74 (March) 

report of the special committee of the confer- 
ence on voluntary prepayment medical care 
plans, 12 (Jan.) 

reputation commensurate with character, 42 
(Feb.) 

rural medical care, 228 (Aug.) 

St. Louis conference, 284 (Oct.) 

state control of disability benefits, 342 (Dec.) 

suggested standards of acceptance for medical 
care plans, 72 (March) 

summary of suggestions made at conference, 
14 (Jan.) 

support the veterans’ care program, 294 (Oct.) 

the end of 8.1606, 252 (Sept.) 

the farmer and compulsory health insurance, 
286 (Oct.) 

the president and the Wagner-Murray-Dingell 
bill, 254 (Sept.) 

the prevalence of polls, 74 (March) 

the record of Congress in social security (1946), 
340 (Dec.) 

the Taft health bill, 196 (July) 

veterans’ care, 132 (May) 

what labor expects from medicine, 125 (May) 

why have a conference of presidents? 256 
(Sept.) 


WwW 


Woman’s auxiliary, 46 (Feb.); 110 (April); 180 
(June); 292 (Oct.); 322 (Nov.); 346 (Dec.) 


| 


The King’s Touch 

¢ Man’s longing for a simple, topical cure for disease, symbolized in the 
King’s Touch, now approaches reality with the development of TYROTHRICIN 
and topical antibiotic therapy. 

Many gram-positive microorganisms now yield to the bactericidal potency of 
TYROTHRICIN in infected wounds, various types of ulcers, abscesses, 
osteomyelitis, and certain infections of eye, nasal sinus and pleural cavity. 
Whenever streptococci, staphylococci and pneumococci are present 

and directly accessible, TYROTHRICIN may be called upon for purely 
topical therapeusis by irrigation, instillation and wet packs. 

TYROTHRICIN is one of a long line of Parke-Davis 

preparations whose service to the profession created a dependable 


symbol of significance in medical therapeutics-MEDICAMENTA VERA, 


TYROTHRICIN. is available in 10 ce, mp a 
and 50 ce. vials, as a 2 per cent solution, y 

to be diluted with sterile distilled water —j 
before use. = 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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The rooster’s legs 


are straight. 


The boy’s are not. 


The rooster got plenty of vitamin D. 


Fortunately, extreme cases of rickets such as the one above illustrated 
are comparatively rare nowadays, due to the widespread prophy- 
lactic use of vitamin D recommended by the medical profession. 


One of the surest and easiest means of routinely administering vitamin D (and vitamin A) 
to children is MEAD’S OLEUM PERCOMORPHUM WITH OTHER FISH-LIVER 
OILS AND VIOSTEROL. Supplied in 10-cc. and 50-cc. bottles. Council Accepted. All 
Mead Products Are Council Accepted. Mead Johnson & Company, Evansville 21, Ind., U.S.A. 
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